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ABSTRACT 

This field hearing in Berkeley, California examined: 
(1) the increasing incidence of babies born with, or at risk of 
contracting, Acquired Immune Deficiency Syndrome (AIDS); (2) the 
ability of health and social service systems to care for 
AIDS-inf ected infants and children and their families; and (3) 
prevention efforts to reduce the spread of AIDS. Testimony given by 
medical and social service personnel centered on (1) the current and 
expected incidence of AIDS and AIDS Related Complex (ARC) among 
children, women, and heterosexual adults in San Francisco; (2) the 
dimensions of AIDS throughout the world, in the United States, and in 
Alameda County; (3) implications of the incidence of AIDS in children 
and youth; (4) initial strategies for prevention and treatment; (5) 
issues facing hemophiliac children who have AIDS or have been exposed 
to the virus; (6) large increases in reports of child abuse and 
neglect in the past 5 years due to substance abuse and sexual 
molestation and the fact that children who are victims of this abuse 
are at high risk for AIDS; (7) issues concerning ethnic minority 
children and AIDS; (8) implications of the recent oirths of four 
seropositive infants for treatment and costs; and, in conclusion, (9) 
the need to educate children and youth about AIDS in a 
developmentally appropriate manner. (RH) 
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SATURDAY, FEBRUARY 21, 1987 

House of Representatives, 
Select Committee on Children, Youth, and Families, 

Berkeley, CA, 

The committee met, pursuant to notice, at 10:00 a.m., in the Alta 
Bates Hospital Auditorium, Berkeley, California, the Hon. George 
Miller presiding. 

Members present: Representatives Miller, Boxer, Dellums and 
Stark. 

Staff present: Ann Rosewater, staff director; Karabelle Pizzigati, 
professional staff; Spencer Hagen Kelly, minority research staff. 

SVum'']"^" Miller. The hearing of the House Select Committee 
on Children, Youth, and Families will come to order. 

The purpose of conducting this meeting today in the San Francis- 
co bay Area is to hear testimony on the growing AIDS crisis and 
its impact on children. 

The American public has only recently begun to learn the omi- 
nous consequences of this disease. When we hear the word ATDS, 
we immediately think of a health problem which has affected the 
adult population, and we have justifiably begun to treat AIDS as 
America s number one public health concern. 

It IS increasingly clear that AIDS is spreading rapidly among the 
heterosexual population, and that there are life-threatening imph"- 
cations for babies, young children, and adolescents. We generally 
do not think of AIDS as a disease affecting many young children 
because it is primarily transmitted through sexual contact and in- 
travenous drug use. Our everyday perceptions are wrong. AIDS is 
not a disease limited to adults. It threatens to kill thousands of 
children, many of them very young. 

Tragically, there is very little we know about it. Even v;orse, we 
are inadequately prepared to take care of those babies who already 
have AIDS, let alone many more who are likely to contract it in 
the near future. This problem has surfaced most acutely on the 
iJ/ast Uast, and the West has yet to see the overwhelming numbers 
of children who are infected with AIDS or to experience the devas- 
• K Pr°^l6"^s of finding and financing appropriate care for those 

SICK D3.D16S* 

Tir^^x*'^^^ f^w weeks, we have learned that the number of 

West Coast children who have AIDS or who are at risk has quickly 
grown. This presents enormous challenges to public policymakers 
as well as to the average citizen. 

(1) 
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The Bay Area has mobilized to educate the community about the 
nature of this disease, its effects on adults, and what steps can be 
taken to prevent it. I am pleased that in my own county we are 
able to deal with educating children with AIDS in a positive and 
non-disruptive manner. 

!t is now eesential that a similar community-wide effort be made 
to provide humane care and treatment for AIDS-infected children 
and their families, to find the most cost-effective manner in which 
we can provide these services, and to make every effort to educate 
young people as we}l as adults about the facts of this disease and 
its prevention. 

To assist us in understanding the complexities of AIDS and its 
impact on children, we will hear today from experts in the field. 
We will learn what is known about the transmission of AIDS to 
young children, what kind of care is necessary and appropriate for 
young AIDS victims, and what alternatives exist to help families 
pay for the enormous costs oiF this treatment. 

I am delighted today that the Select Committee is joined by my 
three colleagues from the Bay Area. Each and every one of the 
people on this panel is going to have a rathei significant responsi- 
bility in dealing with the question of AIDS in our society. 

Congresswoman Boxer, who is also a member of the Select Com- 
mittee, and a colleague of mine on the Budget Committee, will be 
leading an effort in the Budget Committee to make sure that we 
adequately fund all of the programs, be they educational or re- 
search or care, that are necessary for us to deal with the impact of 
AIDS in our society. She will also be confronting the problems of 
AIDS within the military programs of this country as will Ron Del- 
lums, who is the subcommittee chairman on the military commitr 
tee in the Congress, v/here for some time they have been trying to 
put together a humane and decent treatment program for the 
treatment of AIDS within the military service. Pete Stark, who is 
the subcommittee chairman on the House Ways and Means Com- 
mittee on Health, will be trying to do two things: one, to make sure 
that we have adequate resources within the health care fields so 
that those affected by AIDS will have an opportunity to receive the 
best treatment, and also to figure out how we finance that so that 
those institutions that must confront this serious problem are able 
to deliver that treatment to the widest number of people in need. 

[Opening remarks of Congressman George Miller follow:] 

Opening Remarks of Congressman George Miller, a Representative in Con- 
gress From the State of California, and Chairman, Select Committee on 
Children, Youth, and Families 

The Select Committee on Children, Youth, and Families is meeting in the Bay 
Area today to hear testimony on the growin(j AIDS crisis and its impact on chil- 
dren. 

The American public has only r'^cently begun to learn the ominous consequences 
of this disease. When we hear the word "AIDS," we immediately think of a health 
problem which has affected the adult population, and we have justifiably begun to 
treat AIDS as America's number one public health concern. 

Although adults constitute the majority of individuals with AIDS, it is increasing- 
ly clear that with AIDS spreading rapidly among the heterosexual population, there 
are life-threatening implications for babies, young children and adolescents. 
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House of Representatives Committee on Energy in Congress stated 
two years ago that, owztcu 

.kJ'l® i^"®''''^''" u*^"", ^y®'*;'" already strained by pressures branchinc from 
iinifr"^ of ""insu'-ed .people to the decline in adequacy of federal prS 

?or%l"5'?i'""""^.uP"^.''-'= •'"spitals, who are left with the responsibility of caring 
a^aSinfAIDT«SS'°" ""^^ ^ ^ ^ear the responsibility of in- 

tu^'l.'^^f "^embers of the committee, I would further stiite 
u American health care system is in crisis. We cannot exac- 
erbate this problem further by failing to enact emergency meas- 
ures, to fund long-term care for AIDS patients. This type of long- 
term program may be difficult to enact, but we must not allow our- 
selves to be deterred. 

To paraphrase our distinguished colleague, the gentleman from 
California, Mr. Waxman, AIDS is not a political disease but a 
public health catastrophe. 

Research may be another political battleground, but we must act 
to dramatically increase the '"unding available for AIDS research 
Ihe record of the Congress on this matter is one of heroic resist- 
ance to the cruel calculations of its Administration that in 1985 
vetoed funding legislation for federal health research institutes, 
we must continue to appropriate more than this Administration 
will ever be willing to spend, for as Caitlin Ryan, Director of an 
AlUb education program in Washington, D.C., recently stated, 

wh'^tdTdind'did :!^ha;Sn°' """^ ^ ^ '^'^^'^ 

There is one additional aspect of AIDS we must address for the 
sake of both affected children and adults, and that is protecting the 
civil rights of the AIDS victims. As the number of cases rise, so do 
the numbers of actions by individuals and institutions which in- 
fringe upon the righte of affected children. 

Whether we are discussing mandatory screening for urb-^n single 
men by insuranee companies, denial of public assistance, or use of 
community facilities or refusal to provide health care or even un- 
dertaking services, we mu.st view assault on civil rights on one 
class of society as a threat to all of us. 

We must also consider the fact that such denials are an even 
greater setback tor anyone who is seriously ill, especially the child 
Who cannot attend school or participate in community activities. 

1 am dismayed, Mr. Chairman, by the climate of hatred and os- 
i'mc"?.^ well as the big misconception about the transmission of 
Aiub. It IS our federal responsibility to act to affirmatively guaran- 

M civil rights of AIDS patients, young or old. 

Mr. Chairman, this concludes my statement. I thank you for 
giving me the opportunity to read it into the record. Thank you 
fft/L . * opportunity to participate in this significant under- 
T • ^ pledge my unwavering support. 

May I just add affirmatively that, as you know, the position of 
these hearings were to be held on Friday, and we were scheduled 
to be with you, and then the Congress decided that we were goin? 
to have to vote and then ended up not having to vote, and we 
moved it over to Saturday and now my schedule has some conflicts. 
1 win be able to be with you until around 11. My staff person will 
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be here during the course of the day. I am sure that you will make 
the proceedings of these hearings available to me as I wish to study 
them very carefully. 
I thank all my colleagues. 

[Prepared statement of Congressman Ronald V. Dellums follows:] 

Prepared Statement of Hon. Ronald V. Dellums. a Representative in Congress 
From the State of Caufornia 

Mr. Chairman and members of the committee: I would like to express my appre- 
ciation for this opportunity to join today's hearing. Most imi>ortxintly, however, let 
me express my appreciation for the committee's concern with the tragedy of 
quired Immune Deficiency Syndrome (AIDS). Your emphasis on the effects of AIDS 
on our youth is critical to our Nation's future. 

The dimensions of the AIDS problem in pre-adolcscent children, while small m 
number, are of great magnitude in human terms. The centers for disease control 
have reported some four nundred twenty cases of pediatric AIDS, but members of 
our health care community believe that the actual numbers are much higher Even 
the centers for disease control expect the number of reported cases to double within 

^"The^human cost is unLelievable— the miyority of children born with AIDS die 
within three years. During their bn? Hfe spans, these children, and their parents, 
encounter tremendous difficulty obtaining adeauate care. If they are lucky enough 
to exceed the expected three-year life span, these children face seemingly insur- 
mountable obstacles as they seek education, peer relationships, community accept^ 
ance and social services. Their circumstances ultimately end in tragedy— must we 
force them to endure such tremendous adversity while they live? 

In the general ix)pulation, more than twenty-nine thousand persons have con- 
tracted AIDS. By "the end of 1991, the public health service estimates that more 
than 279,000 cases of AIDS will have occurred, with more than 179,000 deaths. 
While statistically few of these number arc children, the actions that we take today 
will determine the future course of this deadly disease as our children become 
young adults. I propose. Mr. Chairman, that we have a p.ofound interest in alleviate 
mg the problem of AIDS in the general population, so that our children will not 
become tommorrow's AIDS victims. We must extend our sphere of interest, Mr. 
Chairman, to include consideration of measures affecting not only children and 
youth, but the family that is comprised of our entire society. 

'•Education about AIDS should start in early elementary school and at home so 
that children can <?row up knowing the behavior to avoid to protect themselves from 
the AIDS virus."— Surgeon Generars Report on Acquired Immune Deficiency Syn- 
drome, 1986 , , , ^ , , , 
"Sex educators face a powerful array of detractors and doubters: r undamentalist 
and Roman Catholic leaders, antiabortionists. opponents of the gay lobby, psycholo- 
gists who wor.y about the impact of AIDS messages on the young, blacks who con- 
sider sex education racist, and even a few capitalists who think that school clinics 
offering birth control information should be turned over to private enterprise. — 
Time Magazine, November 24, 1986 

We must obviously include a major educational effort as a component of an efiec- 
tive strate^ to combat AIDS. Even our Surgeon General, widely known for his con- 
servative views, has concluded that, "those of us who are parents, educators and 
community leaders, indeed all adults, cannot disregard the responsibility to educate 
our young. The need is critical and the price of neglect is high. The lives of our 
young people depend on our fulfilling our responsibility." 

The Congressional Office of Technolt^ Assessment echoes the view that preven- 
tion through education remains the primary means of restricting the spread of this 
disease. EfTective treatment and especially prevention of infection through vaccines 
represent difficult technical objectives yet to be achieved." This is a startling state- 
ment in this modern era of high-tech medical cures. Given the lack of medical-tech- 
nical means to deal with AIDS, we must view educational efforts as an extension of 
the medical treatment process— in this case, abatement by prevention of infection. I 
ask you to consider educational strategies as an urgent priority. 

An equally important, indeed urgent, priority for both young and old alike is ade- 
quate funding of long-term care tor AIDS victims. The House of Representatives 
Committee on Energy and Commerce stated two years ago that ''the American 
health care system is already strained by pressures ran^ng from the growing 
number of uninsured people to the declining adequacy of Federal programs. Many 
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public hospitnis-who are left with the responsibility of caring for al! those without 
insurance-may be unable ia bear the responsibility of increasing AIDS cases." 

Mr. Chairman. I would stiitc further that the American health care system is in 
crisis. We cannot exacerbate this problem further by failing to enact emergency 
'"Tkl^^-J? ^""u^ ^^"8-^™ for AIDS patients. This type of long-term program 
ma3 be viifncult to enact, but we ir.ust not allo;^- ourselves to be deterred. To para- 
phrase ouf d^tmguished colleague. Henry Waxman. AIDS is not a political disease 
but a publrc health catastrophe. 

Research may be another political battleground, b>it wr must act to draatically 
increase the funding available for AIDS research. The record of the Congress on this 
matter IS one of heroic resistance to the cruel calculation!^ of an administration that 
in 1985 vetoed funding legislation for Federal health research institutes. We must 
contmue to approiiriatc more than this adm-nistration will ever be willing to spend, 
for as Caithn Ryan, director of an AIDS ^education fund in Washington, D (T re- 
cent y stated we re going to look back at this in fivo years and we're going to be 
shocked at what did and did not happen." 

There is one additional aspect of AIDS which we must addre^ for the sake nf 
both alTected children and adult^j-protecting the civil rights of A\DS victims. A . 
the number of cases rises, so do the number of actions by individuals and institu- 
tions which infringe on the rights of ofTected persons. Whether we are discussing 
mandatory screening of urban single men by insurance companies, denials of public 
assistonce cr use of community facilities, or refusal to provide health care or even 
undertaking services, we must view assaults on the civil rights of one class of socie- 
ty as a threat to us all. We must also consider the fact that such denials are an even 
greater setback for someone who is seriously ill— especially the child who cannot 
aiu;nu school, or participate in community activities. I am sickened by a climate of 
A?nc I? ■ ^^-^c^sjn born of ignorant misconceptions about the transmission of 
•17' c A?r2?'" Ff^<^™» responsibility to act to affirmatively guarantee the civil 
rights of AIDS patients, young or old. 

This concludes my state.nent, Mr. Chairman. Thank you again for the opportuni- 
support significant undertaking, to which I pledge my unwavering 

Chairman Miller. Thank you very much. 
Congressman Stark? 

STATEMENT OF HON. FORTNEY H. STARK. JR.. A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF CALIFORNIA 

Mr. Stark. Thank you, C^orge, and Barbara, for con-ening these 
hearings and the work that you put in on the Select Cx^inmittee on 
Children, Youth, and Families. 

In the legislative arena where the currency of success is legisla- 
tion, those people who serve on the Select Committee do not get 
paid; it IS a labor of love, and they can act as a catalyst and often 
bring to the attention of others on other :oi ^mittees the urgent 
problems, and for that I thank you. 

To Ron Dellums, my thanks for inviting us here to the arctic 
region of Oakland, and to the hospital in which my three daugh- 
ters were born. Born in the year when polio was passed and AIDS 
was not present, and as a parent in those days, I now look back 
and see what an easy time their mother and I had. 

My concern is a ven' harsh-sounding concern, but it is cost. 
C^hairing the committee that has to deal with an Administration 
which, in the two years that I have chaired the health committee, 
has tried to cut $10 and $15 and $20 billion out of the medical de- 
livery system, is nol a pleasant job. We are faced with that again, 
and It IS hospitals ln;e this that bear the cost of all of the medical 
care that goes unpaid, lecause people cannot afford it, and which is 
contributed as a charitable contribution, and we see looming on the 
horizon the co/its of an indeterminate catastrophe. 
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Would you come forward, please? We will recognize you in that 
order. I know, Dr. Grossman, you have to leave after your testimo- 
ny. So, we will interrupt to ask you questions and then we will let 
the rest of the panel testify and then allow for questions from 
members of the delegation here. 

So, come forward. Welcome to the committee. You proceed in the 
manner in which you are most comfortable. Your written state- 
ments will be placed in the record in their entirety, and to the 
extent that you want to summarize, you feel free to go ahead and 
do that. 

Let me also say that as with most hearings, we have many more 
people who wanted to testify than we had time for. We will keep 
the record open for two weeks for people who want to submit writ- 
ten testimony to the committee. If there is something that is said 
or that you disagree with or you think should be elaborated on, we 
would encourage you to make that known to the committee and 
you can send it to us in the committee office in Washington. 

[Prepared statement of Carl Smith follows:] 
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Prepared Statement of Carl Smith, Vice President of Public Affairs for Alta 
Bates Corporation, Berkeley, Ca. 

good m0rhin6. 



MY NAME IS CARL SMITH, VICE PRESIDENT OF PUBLIC AFFAIRS FOR ALIA BATES 
corporation, alta bates corporation is a not-for-profit HEALTH CARE COMPANY 
BASED IN BERKELEY. THAT OWNS AND OPERATES THREE HOSPITALS. APPROXIMATELY 30 
LONG-TERM CARE FACILITIES. AND SEVERAL OTHER RELATED HEALTH SERVICES. AS THE 
HOST OF THIS HEARING. I WOULD LIKE TO THANK THE COMMITTEE FOR CHOOSING US AS 
THE SITE TO CONDUCT THIS F/ENT. BUT MOST IMPORTANTLY. WB APPRECIATE THE 
COMMITTEES' OBVIOUS CONCERN FOR CHILDREN AND THEIR HEALTH AND WELL-BEING. 

AS HEALTH CARE PROFESSIONALS. WE K2Z TERRIFIED OF THE POTENTIAL IMPACT OF AIDS 
ON BOTH CHILDREN AND THE GENERAL PUBLIC. NO >iEALTH CARE PROFESSIONAL IS ABLE 
TO AVOID ADDRESSING THE HEALTH CARE NEEDS OF AIDS PATIENTS BECAUSE THE DISEASE 
IS VIRTUALLY EVERr^WERE. WE THANK THE COMMITTEE FOR THEIR INTEREST IN THIS 
ISSUE AND WILL PRESENT TESTIMONY LATER ON ON WHAT WE ARE DOING HERE AT ALTA 
BATES CORPORATION TO ADDRESS THIS HEALTH CARE CONCERN. 

THANK YOU. 
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Chairman Miller. Dr. Grossman. 



^rSS^Iv?;.^Pu^^L^^^^^^ professor of pediat- 

KILS AND VICE CHAIRMAN, DEPARTMENT OF PEniATRTr<5 ttvi 
VERSITY OF CALIFORNIA AT SAN fKi^O CHIE^^^ 

oi^^xSi^^S^"^"^^™ DEPARTMENT TASK FORCE ON PEDIAT- 

?K™cKa = '''^ 

he?;;(SnSessman^K^^ ^PP^^*-"^ *° be 

fWc^*™T Mii^ER. Pull all those microphones closer to you. All 
these people want to hear what you have to say 

Dr. Grossman. Thank vou for the opportunity to be here. I really 
K ?hi7°"'-fr"f these hearings. I was pleased that you orga- 
nized the committee. As an advocate fc- children myself, f am glad 
to have a committee in Congress dealing with children and I am 
S AIDS.^ ^ ^ ^^'^ ^'■^ ^'^'^"S ^^*h ^"bject of pedia? 

AIDS is a phenomenal problem in our country and in the world 

Lnn<ri®P^M?'° ^"^ b^°^"^^ fi'-st wave that occurred 
nn^^! fu • °h»yren are apt to be forgotten. If you look at CDC 
numbers the number seems small. The last number I saw was 437 

is uX Jnrfinft? • "^^^ '.^^^ b^f°^^ tl^at that number 

nnrnic m a Very serious way. CDC for epidemiologic 

enKl^n^ ^1 ^^'^ strict and very narrow definition of AIDS, for 
purposes, it is fair enough; but if you think about 

fJ^Lv flo ^ "^^^ "^'^ how many of them there are, as of 
today, there are many, many more than that number. 

nZ'^i^fJlT' y-"^ ^l^^'' that heterosexual trans- 

uStS sf«te Tf j"'* Belgium, but in the 

cn^^itir,5 ^^'^A^''® ^ erow, I think, and the best analogy that 
somebody suggested to me, and I thought I would repeat it for this 
committee, as far as heterosexual transmission is, iFyou go fishing 
aS hZ^vi'" a pool where there is only one fish and you fish fo? 
wHpVp fv! "^'".2°* catch anything, but if you fish in a pool 
TnH c.?'''!^''^ u thousand fish, you are going to catch some fish. 

^1 hn^^l^.,*^"^ K^' h*"^ fish in the AIDS heterosexua 

pool, but the number is growing. 

it^llf?!!' ^ffJ^^u-f! ^ thousand fish caught, and that means 
^ ° affect children, which it has not very much so far 
thVLT^ personal involvement began approximately a year ago; 

Forn?nn p'L""^ ° ^Jl^ ^^ted me to chair the T^k 

Force on Pediatric and Perinatal AIDS. We have done quite a lot of 

7Zi ff"TO^^* ^ thought I would shareTe iefly 

some of the things we have done. ^ ^ 

Ami t^^*ihi"SS we needed to address were perinatal 

^ci^nii^mq ''^'^ f"^ ^ ^hout it.) AII5S in the 

w^w;'^i2? !Tu"^ adolescents and sexual abuse and AIDS. So. 
we have tackled these four problems. 

«,«n w P^""^tal AIDS, we thought that the work should start 
well betore women become pregnant. There should be widespread 
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The third area that we dealt with and just finished (in fact, our 
work has not yet been approved by the Health Commission, but I 
did submit a draft for the committee) is guidelines for adolescents. 

There are many adolescents at high risk in San Francisco and 
around the nation. You go out on Larkin Street, and you will see 
boy and girl prostitutes, and you know that this is an area of high 
risk. 

There is a lot of discussion about how to deal with this group of 
youngsters. I have two points to make. One is that education 
should take place not only in the school but on the street because 
these are kids who do not go to school, and I think educational in- 
formation efforts need to be provided. 

Thanks to some efforts by the next speaker. Dr. Benjamin, we fi- 
nally are able to do a prevalence study. We have absolutely no idea 
about how many youths are infected, but now it is possible to do a 
prevalence study without identifying anybody, just to give us an 
idea. Is the percentage of youths with antibodies two percent, is it 
ten percent. So, after awhile, we will know. The study just started. 
After much debate, we have decided not to do any involuntary test- 
ing in adolescents. 

This is a highly contentious area when it comes to adolescents in 
institutions. There are no similar guidelines in the United States 
on how to deal with jailed prisoners. But you have our draft in 
your packet and you can read it at your leisure. 

The final area is the area of sexual abuse. There are verbal re- 
ports not published, that there are three children who have been 
infected with AIDS while being sexually abused. 

We are now also conducting a prevalence study in this area. My 
institution sees 75 children every month who have been sexually 
abused, and we are studying them now to see whether any of them 
have become infected. We have not yet prepared any guidelines 
about sexual abuse and AIDS. 

So, that essentially summarizes my comments. I am grateful that 
you are looking into pediatric AIDS and hope that you will contin- 
ue having Congress focus on this issue. 

[Prepared statement of Moses Grossman. M.D., follows:] 
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Prepared Statement of Moses Grossman, M.D., Chairman of the San Francisco 
Health Department Task Force Professor of Pediatrics, University of Cali- 
fornia, San Francisco, CA 

San Francisco has had a najor problem with AIDS eunong its large 
gay population. 2780 cases were reported through 1-8-1987 of 
which 1623 have died. By contrast so far only seven children 
have been reported in San Francisco. Beyond these seven 
reported cases that neet the narrow definition of the CDC there 
are undoubtedly a few oore children with AIDS, a few with ARC, 
and perhaps another dozen bom to infected nothers but 
asynptonatic for the nonent. We project ?5-40 babies to be born 
to infected mothers in 1987. Beyond th^it we expect that 
heterosexual transmission of the infection will become 
increasingly important and the number of infants with AIDS will 
rise. 

The San Francisco Health Department Task Force on Perinatal and 
Pediatric AIDS which I chair has been working on guidelines for 
the handling of this infection in children. 



I. Perinatal Guidelines (attachment) 

These guidelines (now implementied) recommend intensive 
efforts to educate women in the high risk group for HIV 
infection about the effects of pregnancy on their own healtn 



(if they are infectec?) and on their infant. 
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They further call for the testing of pregnant women in the 
high risk category (high risk category includes women who 
are ZV drug users, women who are sexual, partners of infected 
men, recipients of blood and blood products between the year 
1979 and 1985 and those who themselves feel that their 
sexual behavior places them at risk for HIV infection) for 
HIV antibodies with their consent during the first and third 
trimester of pregnancy. Those who are antibody positive 
should be counselled eODOut the risk involved for thercselves 
and their unborn infant. The guidelines also deal with 
foster care and adoption issues, our community as yet has 
had very little experience in placing these children in out 
of home settings. The Department of Social Services has 
initiated an educational program for foster parents on this 
subject. The complete guidelines are attached. 

Education - School policy (attached) approved by both Health 
Commission and School Board calls for an educational curriculum 
for the school which is now being implemented. Placement of 
infected children over the age of three years in the school is 
in the hands of a professional advisory committee; the final 
approval is in the hands of the Director of Healt>> . We 
recoma-inded that infected children younger than three years not 
be placed in day care centers, in order to protect them from 
infections rampant in such centers. This does create a problem 
of child care for these young children which will need to be 
addressed. 
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M9lQgg9nt Issu es - Many youths of both sexes are at high risk 
of acquiring an HI • infection. We feel that very strong 
educational efforts are necessary not only in the school but 
also on the street. After much debate and thought wo 
recommended against involuntary testing for youth in any 
setting. Voluntary testing with consent and counselling should 
be provided to youngsters at risk who are symptomatic, such 
testing must be confidential in every respect. 

These recommendations are made in the light of present knowledge 
and the lack of meaningful medical intervention for antibody 
positive but asymptomatic individuals. However because of 
public concern and liability issues for operators of various 
adolescent shelters testing of adolescents in institutions and 
shelters will continue being an issue. 

The adolescent guidelines are in draft form at present, approved 
by the Task Force .but not yet presented to the Director of 
Health or the Health Commission. 

filliuLd Abuse - There are verbal reports of three children 
allegedly infected in the course of being sexually abused. We 
are conducting a research study in this are and have not yet 
formulated any guidelines. 

(?9np;iM?A9n - Pediatric AIDS is a different disease than the 
adult infection and the public health and policy issues are also 
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The information tnd recommendatiofts 
contained in this document were dcvelope<i 
and coaip;K d by the Perinatal and Pediatric 
AIDS Advisory Committv>c. a special task 
force of the Department of Public Health 
(DPH). City and County of San Francisco, 
which included representatives of the 
Departments of Obstetrics. Gynecology, and 
Reproductive Sciences. Medicine, and 
Pediatrics, and the AIDS Activities Unit. San 
Francisco General Hospital. University of 
California, San Francisco: the San Francisco 
Medical Society: the American Academy of 
Pediatrics: the San Francisco Gynecologic 
Society: the San Francisco AIDS Foundation: 
and the Department of Social Services j[DSS). 
the City Attorney's Office, and the Juvenile 
Court of the City and County of San 
Francisco. 

These recommendations apply to all 
infants, children, and women of child>l}ear ing 
age known to l>e infected or at high risk of 
being infected with human T-lymphotropic 
virus-type IH/lymphadenopathy-associated 
virus (HTLV-.II/LAV). This includes persons 
with Centers for Disease Control 
(CDC)-defined acquired immunodeficency 
syndrome (AIDS), persons with lesser clinical 
manifestations of HTLV-III/LAV infection 
such as AIDS-related complex (ARC), and 
persons with asymptomatic HTLV-III/LAV 
infection. 

These guidelines are inttrnded to 
supplement previously published national 
guidelines fcr the education and foster care 
of HTLV-lll/LAV-infected children • 
(Attachment I) and for the prevention of 
perinatal HTLV-III/LAV infection 
(Attachment l)).2 They were approved by the 
Health Commission on February 4. 1936. a.«d 
are being distributed to i^ealth care 
providers, clinics, hospitals, and interested 
individuals. 

BACKGROUND 

Perinatal HTLV-Ut/LAV Infection and 
Pediatric AIDS 

The transmission of HTLV-III/LAV from 
infected mothers to infants, either in utero 
or pcrinatally. has been well 
established.*'"^2 infection in these infants 
can be asymptomatic or cause a variety of 
clinical syndromes including AIDS.^^ 



It IS not. however, conclusively known what 
proportion of infarts exposed in utero or 
perinatalh wifl become infected and what 
proportion jf infected infants will develop 
clinical discase.2 As of December 1. 1935. 
217 cases of pediatric AIDS had been 
reported to CDC (CDC. unpublished data). 
Forty-eight percent of these children were 
born to intravenous -drug-using mothers. 17 
percent to Haitians, and 10 percent to 
mothers who either had AIDS or were sexual 
partners of men with AIDS or at risk for 
AIDS. An additional 39 (18 percent) children 
were infected through trax\sfusions of 
infected blood or blood products. ar<J 13 (6 
percent) had unknown sources of infection. 
Thus. 165 (76 percent) of the cases had been 
exposed to HTLV-III/LAV in utero or 
perinatally. 

Perinatally infected infants who go on to 
develop AIDS first develop symptoms at a 
median age of four months, and approxi- 
mately one-half of these infants will be 
diagnosed as having AIDS by their first 
birthdayJ3 Typical prodromal symptoms 
irKlude failure to thrive, recurrent or 
persistent thrush, chronic interstitial 
pneumonitis, hepatosplenomegaly. chronic or 
recurrent diarrhea, lymphadenopathy. and 
severe recurrent bacterial infections such as 
sepsis and meningitis. When frank clinical 
AIDS develops in these patients, the most 
common diagnosis is Pneumocystis carinii 
preumonia (61 percent) and the second most 
common are other opportunistic infections 
without Kaposi's sarcoma or Pneumocystis 
carinii pneumonia (33 percent).*'' 



HTLV-III/LAV Infection in Women of 
Child-Sear ing Age 



In the United States, approximately 7 
percent of adult cases of AIDS involve 
women. Fifty-three percent of these women 
are intravenous drug users. 15 percent are* 
sexual partners of men in risk groups 
(primarily heterosexual intravenous drug 
users), and 9 percent have received infected 
blood or blood products. Eighty percent are 
between 20 and 49 years old. Twenty-two 
percent of these women are white. 55 
percent black, and 23 percent Hispanic (CDC. 
unnublished data). In San Francisco, as of 
January 31. 1986. there had been 10 cases of 
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AIDS reported tn adult women. Three o^ 
these women were intrxvenous dru^ users, 
one was a sexual partner of a man in a high 
pkevalence group, four had received 
transfusions, and two had no identified risk. 
Four were between 20 and 49 years old; two 
of these were white, one black and one Asian. 



HTLV-III/LAV Transmission in Households 

None of the identified cases of 
HTLV-ni/LAV infection in the Umted States 
are known to have been transmitted in 
school. day-Okre. or foster-care settings or 
through casual person-to-person contact.^ 
Other than sexual partners of 
HTLV-lll/LAV-infected patients, infa-.ts 
born to infected mothers, or a single case 
involving nos^omial trar vnission from a 
child to ti mother providing nursing care 
none of the family members of the over 
17.000 AIDS patients reported to CDC have 
developed AIDS. Five studies of family 
members of patients with HTLV* lll/LAV 
infection have failed to demonst.'ate 
HTLV-III/LAV transmission to adults who are 
not sexual contacts of the infected patients 
or to children who are not already infected 
pcrinatally.^5-19 However, if casual 
person-to-person transmission of 
HTLV-lil/LAV infection does exist, it should 
theoretically be greatest among young 
children. This theoretical transmission would 
most likely involve exposure of open skin 
lesions or mucous membranes to blood and 
possibly other body fluids of an infected 
person. We emphasize that there is no 
evidence of this type of transmission 
occurring in any setting at this time. 



GENERAL RECOMMENDATIONS 

Education 

1. Risk-Reduction Education. All 
sexually active homosexual, bisexual, and 
heterosexual adults with multiple sexual 
partners since 1979 should be aware that they 
are potentially at risk of HTLV-III/LAV 
infection, and sexually active women with 
multiple sexual partners since 1979 should 
understand that, if they have been infected, 
they are at tliM of transmitting 
HTLV-ni/LAV perin^»5lly. To this end. 
widespread health education campaigns 



should address the risk of infection and the 
ways *z prevent sexual tran'unisston among 
heterosexuals and. more specifically, to 
women of child-bearing age. Additionally, 
women in recognized nsk groups (Table 1) 
should be the target of more intensified 
educational campaigns and. if indicated, 
special educational programs to decrease 
their ongoing risk of parenterally or .^xualiy 
acquiring HTLV-III/LAV infection. fAX:h as 
referral for substance abuse or sexual nsk 
reduction counseling. These campaigns 
should be culturally and linguistiC7illy 
appropriate for these risk groups. 

2. Provider Education. In^derto 
provide a high standard of care for 
H'^LV-lll/LAV-infected women, infants. 5«id 
children, obstetricians, pediatricians, foste' 
parents and ager)cies. and other providers 
need to be educated about the virus, its 
modes of transmission, its p/eventicn. and 
the special issues of confidentiality and 
counseling surrounding the infection. Focus 
should be placed on educating and training 
those providers serving p.'itients at highest 
risk of infection. We recommend that 
providers assess each p;:ktient's history of 
potential exposure to HTLV-III/LAV and not 
assume that memberstiip In a risk group 
i -nplies de facto infection and, conversely, 
that non-membership implies non-infection. 

Laboratory 

We recommend that mjre than one 
method of anti-HT« V ;:; antibody 
determination be used for testing pregnant 
women, women in risk groups, and children of 
women in risk groups for HTLV-III/L/^V 
infection. Such methods inc!ude 
enzyme-linked Immunosorbent assay (ELISA). 
indirect fluorescent antibody, and Western 
blot. Because of the complexity of prenatal 
testing, especially that involving 
intraverxxiS-drug-using women, laboratory 
testing should be done m a single reliable and 
experienced facility. Submission of 
specimens identifi^fd on'y by code number to 
this laboratory will greatly decrease the 
chances of inadvertant disclosure. 



Pre-Cor»ception Recomrrvendatiorts 

Whenever possible, women infected with 
HTLV-III/LAV should be confidentially 
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identified and educated about the risks of 
perinital transmission. Infected women 
should be advised to postpone pregnancy until 
more is known about the specific risks of 
perinatal transmission. Detailed 
contraceptive cour\selIng should be offered to 
these women. Infected women should also be 
ccinseled to avoid uruafe sexual practices. 
Regardless of other contraceptive methods 
used, they should use barrier methods of 
contraception (e.g., condom or condom plus a 
diaphragm with a noocxynol-9-contalnmg 
spermicide) during intercourse in order to 
diminish the chances of transmitting 
HTLV-III/LAV to their sexual partners. 

We recommend that women who believe 
themselves to be at high risk for 
HTLV-III/LAV infection (Table l)be 
confidentially or anonymously tested for 
anti-HTLV-lll antibody if they are planning 
to become pregnant. Testing can be offered 
. through private physic'ans. alternate test 
sites, or through clinics, especially those used 
by women in risk groups, such as family 
planning clinics, drug treatment programs, 
and sexually transmitted disease clinics. 
Testing of these women, although strongly 
recommended. mus» be voluntary anis 
confidential. We do not recommend that 
women who are not in risk groups be tested 
at this time. However, because of possible 
sexual contact with men in high-incidence 
groups, it may be prudent for women with 
multiple sexual partners in areas with high 
incider«^ M AIDS to consider themselves at 
risk and obtain pre-conception counseling and 
testing if indicated. Regardless of test 
results, women and their children should 
continue to have access to all health and 
social services for which they are eligible. 



MATERNAL RECOMMENDATIONS 

Ideraiftcation of Infected Pregnant Women 

Routine histories taxen at clinical 
facilities serving women potentially at high 
risk for HTLV-III/LAV infection should 
include confidential questions designed to 
elucidate their risk of infection. Such clinics 
include physicians' offices, family planning 
clinics, sexually transmitted disease clinics, 
dn*- treatment clinics. WIC clinics, and 
ptcnatal clinics. Written and/or audiovisual 
materials regarding HTLV-III/LAV infection 



should be available at all sites where these 
women are seen. 

We recommend that women in risk 
groups be educated about HTLV-III/LAV 
infection and that women determined to be 
at risk be tested at the time they present for 
prenatal care. Such testing must be 
voluntary ai^ confidential. We do not 
recommend routine testing of all pregnant 
women. High risk women who are 
seronegative in the first or second trimester 
should be retested in the late third trimester 
to rule-cut intercurrent HTLV-III/LAV 
infection. Because quality obstetrical care 
requires that the obstetrical provider know if 
an individual patient is infected, we 
recommend that, whenever possible, the test 
be obtained through the provider However, 
before such testing occurs, each provider 
should institute procedures which guarantee 
patient confidentiality. A release of 
information form authorizing the newborn 
medical provider access to the mother's test 
result should also be obtained at this time. 
Sample consent and release of Information 
forms are included in Appendices t and II. 
Because of the unique potential for exposure 
of health care workers to large amounts of 
potentially Infectious blood and amnIot«'c 
fluid during the course of labor and delivery, 
we recommend that labor and delivery 
personnel be notified of the need for 
appropriate infection control procedures on a 
strictly controlled basis. Ideally, this 
information should be transmitted directly to 
labor and delivery personnel and through a 
mechanism other than the permanent medical 
record. 

Cait of Infected Pregnant Women 

These recommendations apply 
specifically to women who are known to be 
infected. Guidelines for women at high risk 
of infection who have not been tested for 
HTLV-III/LAV infection are found under 
"Special Considerations" below. 

1. Prenatal C:are. We recommend that 
any seropositive woman be retested using two 
different anti-HTLV-lll antibody 
determinations to Insure accuracy. We 
recommerxi th^t women confirmed to t>e 
seropositive be carefully counseled regarding 
the risk of perinatal HTLV-lll/LAV infection 
and the options open to them. 
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Such options include continuation of the 
pregnancy or termination of pregnancy if 
early enough in gestation. Infected women 
should also l>e specifically counseled to 
postpone subsequent pregnancies until more 
is known about perinatal transmission of the 
virus. They should be medically evaluated to 
rule-out any Incipient opportunistic 
infections or malignancies. Specifically, the 
possibility of infection with Mycobacterium 
tuberculosis should be evaluated by chest 
x-ray and PPD. and chromic infection with 
hepatitis B virus, cytomegalovirus, and 
Herpes simplex virus should be excluded. 
Teratogenic drugs, including trimethoprim 
and most antivirals. should be avoided except 
in the face of life-threatening maternal 
illness. 

2. Intrapartum Care. We recommend 
that hospitals review their procedures for 
infection control during the intrapartum 
period and that hc^ital personnel exercise 
caution when dealing with any potentially 
infectious body fluid. For HTLV-III/LAV 
these fluids include blood of either maternal 
or fetal origin, amniotic fluid, and the 
placenta and membranes. Grossly 
contaminated linens and disposables, as welt 
as blood and amniotic fluid specimens, should 
be handled according to the hospital infection 
control procedures. The choice of location 
for delivery (delivery room versus labor 
Vocm) may be dictated by circumstance, but 
consideration should be given to a labor room 
delivery to minimize the need for 
disinfection of two locations. All personnel 
expected to have direct contact with an 
infected mother or newborn during delivery 
should wear gloves and gowns. Those exposed 
to the potential of a splash of infectious 
materials should strongly consider wearing a 
mask and protective eyewear during the 
delivery itself. Disposal of all materials 
should follow hospital infection control 
procedures. The labor room, delivery room, 
and all instruments should be disinfected with 
a 1:10 sodium hypochlorite solution. The 
placenta of a seropositive or of a high risk 
woman of unkown status should be labeled 
with "H/A Precautions" or the equivalent 
prior to routing for pathologic examination or 
disposal. 

3. Postpartum Care. In the postpartum 
period, regular hospital intevliun control 
procedures for HTLV-III/LAV Infection 



should be followed. Isolation of asympton»atic 
seropositive women is not recommended. 
Mothers should be given full access to their 
infants unless they have untreated pulmonary 
tuberculosis. Until more is known about the 
potential transmission of virus in breast milk, 
infants of mothers known to be infected 
should not be breast fed. However, as the 
benefits of breast feeding in all likelihood 
virus, we do not recommend that breast 
feeding be restricted unless the mother is 
known to be infected. Because the potential 
for exposure to large amounts of infectious 
material decreases markedly after delivery, 
-information regarding the woman's antibody 
status should not be transmitted beyond the 
labor and delivery area, including to social 
work, law enforcement, or correctional 
personnel. 

Special Considerations 

1. Women at High Risk of Infection who 
are not Screened. We recommend that 
women at high ri5k of HTLV-III/LAV 
infection who have not been tested during 
pregnancy be presumed to be positive for 
purposes of intrapartum Infection control 
procedures. 

2. Intravenous-Drug-Ustrig Mothers. Ir 
order to prevent further parenteral 
transmission of HTLV-III/LAV through 
needle sharing and further perinatal 
transmission, we recommend that women in 
this risk group be specially targeted for 
substance abuse treatrrcnt and risk reduction 
education. 

INFANT AND P RE-SCHOOL- AGED CHILD 
RECOMMENDATIONS 

Identification of llxposed Infants 

We recommend that identification of 
HTLV-III/LAV-expctted infants begm in 
utero. If women in Migh incidence groups are 
nnt tested during pregnancy, we recommend 
that for medicst reasons their infants be 
tested as early as possible (e.g., cord blood) 
and definitely before two months of age. 
Such testing should be done confidentially 
and with the voluntary consent of the child's 
parent or guardian. 
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Identification of Infected Infants 

1. irf ants of Seropositive Mothers. 
Infants tx>rn to mothers who are known to 
have been infected during pregnancy should 
bt retested for anti-HTLV-lll antitxxJy at 
approximately one year of age when passively 
acquired maternal antibody has disappeared. 
Infants presenting before one year of age 
with symptoms suggestive of HTLV-III/LAV 
infection should be retested at that time. If 
an IgM-specific anti-HTLV-lll antibody test 
or other method of early diagnosis l)ecomes 
available, these infants should be tested for 
HTLV-III/LAV infection at birth. 

2. Infants and Children of High-Risk 
Mothers with Unknown Serologic Status. 
Infants born to mothers at high-risk of 
HTLV-III/LAV infection whose prenatal 
anti-HTL V-IH antibody status is unknown 
should be tested before two months of age 
for exposure to HTLV-III/LAV and retested 
at one year of age or earlier if clinically 
indicated. Older children who were born on 
Of after January 1, 1979, and whose mothers 
were at risk of HTLV-III/LAV infection 
should be tested only (a) if they have not 
completed a primary series of oral polio 
vaccine and have riot received a 
measles-mumps-rubella vaccination or (b) if 
clinically indicated. Because of potential 
complications of live virus vaccines, we 
recommend that older high-risk children be 
tested for HTLV-III/LAV exposure or 
infection prior to receiving live virus 
vaccines. In the event that the parent or 
guardian refuses testing, the infant or child 
should not receive live virus vaccines. 

3. Infants and Children at Risk for 
Parenterally Acquired Infection. Infants and 
children at risk for parenterally-acquired 
HTLV-III/LAV infection should be tested 
only (a) if they received blood or blood 
products from a donor identified as 
HTLV-lll/LAV-infected and will receive live 
virus vaccines : (b) if they were transfused * 
with non-heat-trcated Factor VIII and will 
receive live virus vaccines; or (c) if clinically 
indicated. 

4. Infants and Children of 
Non-High-Risk Mothers. Infants and children 
born to mothers not at high risk of 
HTLV-III/LAV infection and not at risk for 
parenterally acquired HTLV-III/LAV 
infection should not be tested. 



Care of Exposed and Infected Infants and 
Children 

1, Nursery and In-Hospita! Care. 
Regular hospital infection control procedures 
for HTLV-III/LAV infection and regular 
hospital procedures for inpatient care of 
immunosuppressed patients should be 
followed in the nursery and during subsequent 
inpatient admissions. In order to prevent 
potential sources of infection, circumcision 
of exposed male infants should be strongly 
discouraged and only done with informed 
consent. Umbilical stumps should be 
meticulously cleaned daily until they are 
evulsed. 

2. Routine Home Care. Caregivers who 
are exposed to the body fluids and excrement 
of exposed infants and infected children 
should be .iware of the potential for infection 
and the modes of HTLV-III/LAV 
transmission. Good handwashing after 
exposure to body fluids and excrement should 
be observed and any open lesions, either on 
caregivers' hands or on childreri, should be 
covered. 

3. Medical Care. Exposed infants who remain 
anti-HTLV-lll oositive beyond age 1 year or 
who have documented positive HTLV-III/LAV 
cultures at any age should be considered at 
risk for the development of AIDS or ARC 
and, therefore, potentially immunodeficient. 
Infants and children either at risk for the 
development of AIDS or ARC or who have 
clinical AIDS or ARC should be assumed to 
have a secondary combined 
immunodeficiency, be followed closely for 
problems with growth and development, and 
be given prompt and aggressive therapy for 
infections and exposure to potentially lethal 
infections, such ss varicella and measles. 

Exposed infants and infected children 
should not receive live virus vaccines or BCG 
until more is known about vaccination of 
HTLV-lll/LAV-infected persons. Inactivated 
vaccines, including Haemophilus influenzae 
type b and pertussis vaccines and diphtheria 
and tetanus toxoids, are not contraindicated 
and shcold be given as regularly scheduled. 
Inactivated polio vaccine should be 
substituted for oral polio vaccine and be 
given in conjunction with diphtheria and 
tetanus toxoids and pertussis vaccine at 2, 4, 
6, and 18 months and 4-6 years of age. 
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Measles, mumps, and rubella vaccine should 
not be administered to these children at the 
present time. 

Infants or children with clinical AIDS or 
ARC should be evaluated and cared for as if 
they have combined immunodeficiency 
disease. Because these children potentially 
have a significant cellular immunodeficiency, 
all blood prodtx:ts should be irradiated to 
avoid graft versus host disease. Until more is 
known about the natural history of disease in 
infants who remain anti-HTLV-lll positive 
beyond one year of age, the immune status of 
these children should be sequentially 
evaluated with the consultation of a pediatric 
immunologist. The increased risk of 
Pneumcncystis cartnit pneumonia In these 
children may be modified by the use of pro- 
phylactic trime'noprim-sulfamethoxazole. 
As these children do not make normal 
specific antibodies to new antigens, their 
increased risk of infection with bacterial 
agents may be altered by monthly 
administration of immune serum globulin, 
either intramuscularly or intravenously. 

Special Considerations 

1. Foster Care. In each decision 
involving foster care placement, a mother's 
history of potential exposure to 
HTLV-III/LAV infection should be 
individually assessed to determine if she and 
her child are truly at risk of infection. These 
decisions can be made in consultation with a 
perinatal coordinator within DPH or. if 
necessary, with the Perinatal and Pediatric 
AIDS Advisory Committee. For the purposes 
of foster care decisions, the Committee will 
also include consumer advocates 
representative of ethnic and socio-economic 
populations at high ri^ for perinatally 
transmitted infection. 

if a child whose mother has been tested 
for HTLV-III/LAV infection comes to foster 
care, we recommend that the DSS 
caseworker assigned to the case request that 
the mother's obstetrical provider release the 
results of her test to the perinatal 
coordinator with the mother's consent. A 
sample release of information form is 
included in Appendix II. Based on the results 
of these tests the perinatal coordinator will 
specify if the infant will need medical foster 



care placement or routine foster care 
placement. Medical placement will be 
required for infants of mothers with a 
positive an*,-HTLV-lll antibody test and win 
entail review of the placement decision by 
the Perinatal and Pediatric AIDS Advisory 
Committee. Routine placement will require 
that the mother be seronegative. The 
perinatal coordinator will also inform the 
caseworker assigned to follow the child of 
the reasons for medical placement and will 
also be responsible, in conjunction with the 
caseworker, for informing the foster family 
and the child's pediatrician of the reasons for 
medical placement. Additional releases of 
information will be required for each of these 
subsequent disclosures.- 

Children less than three years old 
currently in foster care and children entering 
foster care in the future whose mothers were 
not tested for HTLV-III/LAV infection 
prenatally should be tested for 
HTLV-III/LAV infection only if their mothers 
have been determined to be at risk of 
infection. Testing in this setting is indicated 
on medical grounds a!one and should be done 
with the consent of the mother. A -sample 
consent form is included in Appendix III. If 
the mother refuses to consent to testing or 
refuses to release the results of her test, wp 
recommend that the case be reviewed by tl 
Perinatal and Pediatric AIDS Advisory 
Committee and. if indicated^ confidential 
testing of the child and release of the test 
results be ordered as part of dependency 
proceedings. Once results of the test are 
available they will be released by the child's 
provider to the perinatal coordinator in the 
case of voluntary testing or reported directly 
by the laboratory to the perinatal coordinator 
in the case of court-ordered testing. The 
perinatal coordinator will then indicate 
whether the child is in need of medical 
placement or routine placement. If the child 
is in need of medical placement, the 
perinatal coordinator will follow procedures 
as outlined above. If. for whatever reason, 
the child is not tested, the mother's exposure 
history will be reviewed and appropriate 
placement recommended by the Perinatal and 
Pediatric AIDS Advisory Committee. 

Children in foster care three years old 
and older, born after January 1. ig79. and 
born to a mother determined to be at nsk of 
HTLV-III/LAV infection should be tested 
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only if they have significant neurodeve lop- 
mental delay and lack control of their body 
secretions or display aggressive behavior, 
such as biting, or who have uncoverable, 
oozing lesions. Such testing should occur 
only after careful medical review by the 
Perinatal and Pediatric AIDS Advisory 
Committee to determine If such behaviors 
truly increase the theoretical risk of casual 
HTLV-III/LAV transmission. Again, the 
consent of the child's mother should be 
obtained for testing and release of 
information, or. if consent is not available, 
testing and release of information should be 
ordered by the court if indicated. 

Under Section 199.21 of the Health and 
Safety Code of the State ofXalifornia (AB 
403) (Attachment III), it is unlawful to 
disclose the results of a blood test to detect 
antibodies to the probable causative agent of 
AIDS to any third party except pursuant to a 
written authorization of the person who is 
tested. Therefore, if written releases of 
information are unavailable, specific waivers 
will need to be obtai.'^ed so that prenatal 
testing results can ba made available by the 
mother's obstetric ca/e provider to the 
perinatal coordinator and so that the 
perinatal coordinator can make either 
prenatal or postnatal screening results 
ayailable.to the DSS caseworker, the child's 
foster family, and the child's pediatrician, 
Additionally, under Section 199.22. no person 
shall test a person's blood for evidence of 
antibodies to the probable causative agent of 
AIDS without the written consent of the 
subject of the test. We feel that a;; prenatal 
testing should be done on a voluntary basis 
and that the mother should freely consent 
both to being tested and to release the test 
results in order to assure better medical care 
of her children. However, in the event that a 
mother determined to be at risk of infection 
has not been tested prenatally. refuses to be 
tested prenatally, or refuses to consent to 
release the results of her prenatal test, as it 
is our opinion that testing of high-risk 
children for HTLV-III/LAV infection is 
medically indicated, we recommend that, if 
these children are to be placed in foster 
homes, such testing be obtained and, if 
necessary, be specifically ordered by the 
court having jurisdiction over the child. 
However, prior to any court-ordered testing, 
the case must be reviewed by the Perinatal 
and Pediatric AIDS Advisory Committee to 



determine if testing is mdeed indicated. 

2. Adoption. We recommend that 
infants and children (a) whose mothers were 
at high risk of HTLV-III/LAV infection, (b) 
who were born on or after January 1, 1979. 
and (c) who have not been previously tested 
be tested for HTLV-UI/LAV infection prior 
to placement. We recommend that the 
HTLV-III/LAV status of all children at high 
risk of infection be made available to 
adopting parents prior to final placement so 
that they can consider the possible social and 
psychological effects on their families. 

CONCLUSIONS 

We reemphasize that these are interim 
guidelines which will need to be reviewed as 
more information becomes available on 
perinatal transmission, the natural history of 
HTLV-UI/LAV infection in pregnancy and 
childhood, and household transmission and 
also as vaccine and definitive antiviral 
therapy become available. Finally, it should 
be clearly stated that all evidence suggests 
that there is no risk for casual transmission 
of HTLV-III/LAV and that the primary intent 
of these guidelines is to assure appropriate 
medical care for infected prej^nant women, 
infants, and children. 
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TABLE 1. Groups in Which HTLV-III/LAV Infeclion Has Been Reported. Females 
Mode of Transmission Group 

Sexual Sexual contacts of AIDS patients or men in risk groups* 

Artifically inseminated women (donor insemination) 
between January 1, 1979, and June 1, 1985 



Parenteral 



Intravenous drug users 

Recipients of blood or blood products between January 1. 
1979, and June 1, 1985 



Either 



Mothers of perinatally infected children 



• Women with multiple sexual partners in areas with high incidence of AIDS should posstbly 
consider themselves in this category. 
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APPENDIX I 



MODEL 



INFORMED CONSENT TO DO TEST FOR AIDS VIRUS 
(HTLV-III/LAV) ANTIBODY 

IMPORTANT INFORMATION REGARDING THIS TEST 

The AIDS virus (HTLV-III/LAV) antibody test detects the presence of antibodies, 
naturally occurring substances in the blood produced by the body following infection 
with the AIDS virus, by using a simple blood test. This is not a test for AIDS. The 
test does not tell you if you have AIDS or an AIDS-related condition (ARC); It does 
show whether yoo have been infected with the virus that can cause AIDS. For 
further informatjon regarding AIDS or the AIDS virus antibody test, consult your 
physician or call the San Francisco AIDS Foundation Hotline (415-863-AIDS). 

I understand that this test result will be part of my medical record and my baby's 
medical record. I have been informed about the AIDS virus (HTLV-III/LAV) 
antibody test (see reverse). I have haci a chance to ask questions which were 
answered to my satisfaction. I believe that I understand the benefits and risks of 
the test. 



Date: 1 9 ^ 

(Patient's Signature) 



(Patient's Printed Name) 



(Witness) 
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HTLV-III ANTIBODY TEST - LIMITATIONS AND IMPLICATIONS 
A. This test will not tell you: 

- if your child has AIDS or ARC (AIDS related condition); 

- if your child will develop AIDS or ARC; 

- if your child is immune to AIDS or ARC; 

- if your child is healthy. 

^' rhMH^f hi"^*^!/""'* 'r"!!?^*" ^^^^ 3"**°<*y ''as "0* beep found your 

v™.r l^H hir);! ^'"^ ests negative, there are three possible explanations: 

- your child has not been infected with the virus- or c v 

" 1^,1 r^iH l!« K**" 1° ^'^^ ^''"^ "ot become infected: or 

n»«^^h -nH- ^ '."'"^l"^ ^''"s ''as not yet produced antibodies. 
Research indicates most people produce antibodies within 2-8 weeks after 
infection Some people will not produce antibodies for six months or more A 
very small number of people will never produce antibodies. 

^' fi.'^il'o® '"<^'oates that your child has probably been infected with 

the AIDS virus and his or her body has produced anlibodies. Res^S ShavS 

T^A''^^ S^s'^T'r;!^' '^^^ -^'^^ ^'-^ "^^-^ 

- that your child has AIDS or ARC; 

- that your child will necessarily get AIDS or ARC; 

- that your child is immune to AIDS. 

D. - Not everyone infected with the virus will develop AIDS. 

^" JprniTrf ShG^ infected children will develop antibodies to the virus yet 
remain healthy.. They will display none of 'the symptoms of AIDS. 

2. A smaller group of children who also have antibodies will develop some of 
the symp oms of A:DS. These children are diagnosed as having ARC 
(AlDS-related condition). 

3. An unknown percentage of infected, antibody-positive children will develop 
A DS. A diagnosis of AIDS is made only after finding specific ^ 
heluhyThiWren.' °' '"a"''9nancies that do not normally occur in 

■ be°a'wa^^?hat^?erfr!,^5^''^^ l'='^'"^'«" »est should 

J i.^J. . . '^..?F*"e risk associated with letting others know about 

■^I'^'j'^r.' ""'"^ "=""9 »est results as grounds for discrStie^ 

m insurance or employment is prohibited by California law. the buVden of d Mf 
IS on the person discriminated against. ^ 
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APPENDIX II 



MODEL 

AUTHORIZATION VO RELEASE THE RESULTS OF A BLOOD TEST 
TO DETECT ANTIBODIES TO THE AIDS RELATED VIRUS (HTLV-III) 

A. EXPLANATION: 

Permission to release the results of your blood test to detect antibodies to the 
AIDS related virus (HTLV-III) is being asked of you to fulfill the terms of the 
Confidentiality of Medical Information Act, Civil Code Section 56 et se^ and 
Health and Safety Code. Section 199.21 (f.g.h). 

Written permission must be given for each separate release of AIDS antibody 
test resultsty a person or institution who did the test. Release of your test 
results without your consent is punishable by fine (Health & Safety Code, 
Section 199.21 (a.b.c.d.e)). 

B. AUTHORIZATION: 

I hereby authorize 

(Name of person or institution) 

to release to 

(Name of the person who is to receive the results) 
the results of blood tests to detect antibodies to the AIDS virus (HTLV-III/LAV). 
• C. USES: 

The results of the test cannot be used to deny insurance or employment. The 
information will.be used only for the medical care [and foster-care placement]* 
of your baby. 

D. DURATION: 

This authorization shall be effective immediately and shall remain in effect 
indefinitely or until 19 . 

E. RESTRICTIONS: 

I understand that the requester may not further use or release my test results 
unless another authorization is obtained from me. 

F. ADDITIONAL COPY: 

I further understand that I have a right to receive^a copy of this authorization 
upon my request. 

Date: 19 

(Patient's Signature) 



(Patient's Printed Name) 

Original to Medical Record 
Copy to Patient 

Cojsy to person who is to receive th3 results. 
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APPENDIX III 



MODEL 



INFORMED CONSENT TO DO TEST FOR AIDS VIRUS 
(HTLV-III/LAV) ANTIBODY 

IMPORTANT INFORMATION REGARDING THIS TEST 

The AIDS virus (HTLV lll/LAV) antibody test detects the presence of antibodies, 
naturally occurring substances in ths blood produced by the body following infection 
with the AIDS virus, by using a simple blood test. This is not a test for AIDS. The 
test does not tell you if your child has AIDS or an AIDS-related conditionXARC); it 
docs show whetheryour child has be<»n infected with the virus that can cause AIDS. 
For further information regarding AIDS or AIDS virus antibody test, consult your 
child's physician or call the San Francisco AIDS Foundation Hotline (415-863-AIDS). 

I understand that this test result will be part of my child's medical record. I have 
been informed about the AIDS virus (HT.LV-III/LAV) antibody test (see reverse) I 
have had a chance to ask questions which were answered to my satisfaction. I 
believe that I understand the benefits and risks^f the te«t^ 



Date: 19 ' 

^Parent's or Guardian's Signature) 



(Patient's Printed Name) 
(Witness) 
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HTLV-III ANTIBODY TEST — LIMITATIONS AI^D IMPLICATIONS 

A. This test wii; not tell you: 

- if you have AIDS or ARC (AIDS related condition): 

- if you will develop AIDS or ARC; 

- if you are immune tc AIDS or ARC; 

- if you are healthy. 

B. A negative test result i'-.dic^ 'es that the antibcjy has not been found m you- 
blood. If you lest negative, iu re are three possible explanations: 
you have not been Snfecle i with the virus; or 
you have had contact »'**^ ^»rus but have not become infected: or 
you have been infected by the virus but have not yet produced antibociei. 

Research indicates most people produce antibodies within 2-8 weeks after 
infection. Some people will not produce antibodies for six months or more. A 
very small number of people will never produce antibodies. 

A negative result does not mean: 

that you are immune lo the virus; 

that you have not been infected with the virus. You may have been 
infected and have not yet produced antibodies. 

C A positive test result indicates that you have probably been infected witn the 
AIDS virus and your body has produced antibodies. Researchers have shown 
that most people with AIDS antibodies have active virus in their bodies. You 
may Iherefore assume you are contagious and capable of passing the virus on to 
others including your baby. A positive result does not mean: 
that you have AIDS or ARC; 
that you will necessarily get AIDS or ARC; 



D Not everyone infected with the virus will develop AIDS. 

1. The majority of infected people will develop antibodies to the virus yet 
remain healthy. They will display none of the symptoms of AIDS. 

2. A smaller group of people who also have antibodies will develop some of 
the symptoms of AIDS. These people are diagnosed as having ARC 
(AIDS-reiated condition). 

3. An unknown percentage of infected people will develop AIDS. A 
diagnosis of AIDS is made only after finding specific life-threatening 
infections or malignancies that do not normally occur in healthy people. 

E. NOTE ABOUT CONFIDENTIALITY - People taking t!ie test should be aware 
that there may be some risk associated with letting others know about their 
test results. While using test results as grounds for discrimination in insurance 
or employment is prohibited by California law. the burden of proof is on the 
person discriminated against. There are benefits associated with telling your 
physician, dentist, and sexual partners. You should ascertain first, however, 
what they will Jo with the information and who they will share it with. 



that you are immune to AIDS. 
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«*(fl C*>^aiim*f aMbacoiM WaciadltvoV>lrMlMa««alt)iaedorMo«dpradxM 
«v»t MAUM IN* irma Savanif parcanl ol tfta padamc caaaa ra^orUd la COC a£<w*ad 
aM^ cMdrait «pa«*» p*«aM( Kad AOS <v wa« a mc^baf al a irawct a< waaaia d n»k al a<- 
MllV-lttA/ MtaciM. 20% ol U«a cim OCCt#rad ai»oii« ci^an M«wlkad lacaivad 
blood «r Wood pfodwcil. aMd 1 OV awaibtatvMa aia vicaiwfMa 



HTLVlll/lAV - CfUMvfd 

(«Mf •< MIIV BAA^ «y«(t<M«« UM*4 SU«M M« »• M«« toM tr*<W« 

(•M»k«mleMf«cl*4M*«>«r« mm* •I»«f«m4v 12 000 ACS ^iwsii 

MUVAVM/ mImI«a IaM I* #«m*A4k**« HIIV-«1M/ kSMMMA ^ Mfyki 

^•m4 •m c««r•>^ rMteACK (MMi< p*rfw f pan^ c*AiMI m wU d •(Ci« »«*i«a« 
MAMI Ub»«»»<i ><M^ CKfcVo^ >^ M.i>t*OtCt*r IXw<t»fi»lJC\*(>»*«.»«Ua tO»WO< 

kK«Ui U onKAMoW M •^r »«M>««c«t irkAMMMM wmM <m**I Ui«*r ct^M^ 
•I t&M * Hi<»< MMC4M w » wferxw» I* W**4 antf »t i * * *r (W« •! wt m< 

«U4« U IM CMM 4»4A HUV MbUW M*r*M KTtV-mi>^ »*M—i» m*r r*uti m m- 

1 4*r<tf MttM« Am M hmm4 ftttt MmM imA hhA^ iMy 
crtM* m*imk H ><»>^^ t*«^ cM*M «W ■w*o»«*y »i»4c<»pitf cMifr«A 

M«MV«V mI«(Mm4 l »wiw> #a CM*<M W« aiM M frMM Mi4 •! twHwws M««r« 

H*«.tn«M*M*M ^t— >4m«w<>l»<li»4l»BxU«liWX < i»rtiii<i»iailMU»IIM<tfcr ^ 

CMT • p«^Tt<*M « HTM •! CW« MMMW M*iu« TV fM •! 

l«MC. M Ct««A*«^«^ m*f M MrfUUtf W piWi^ taM •! a^Mite kMMM fiofc«AN Mom • 

MC0«»iCNOATI0MI 



HTlVIII/tAV • C*ntth^ 



4 C»« Mv«lv«^ to Hk« «I*<IM (*^ • Mff «40««M«H, «• 

<M4ri HllV ■ lA/ wi<K««^ ft^ •! IttMMMMn to «ny 

l*«««M4 M IM *^*<i*4 p4ifm th^tM tt— 1« (•v***^ 

lA/ MlKhOl *>« frNoiAf IKtofM r«ul«M »r«C**«M l« >k«M*Af U**4 w 

to^ t 04«< «^IK«I fc« (1mm4 fMA AmsImUmI*^ M 

»»«w n *><to liiMcii t M<i ti<^*<*« to 10 (MTii 0«#M^ to»«<« m 

to»MM t# wftf w*«¥nm<^ p**i4)ia wpt >K>UrfM »»rtto<l. 

to l*M •« »o«r 

• IM »*r»*'»< f»Kt<M •! CNAITM «Mth MIIV-«,VM/ mltciMa «^ ««^««« •« 

CMd H^tMIM Aii».MI « i**r VX P^KlCM IMf tftM*«r»to <l 1*14 thM» <•<%• 

w»»40< f to MMii »>• am4 to( • r««tr«to4 »»»*o<w<«M thoUtf U 

7 fr»Tt«CMnt C***^ tl cMdrM to M^ttftwi AOS M •tc«««*«tf nU •< 

MIIV «tAI/ iiJxtno QUiliiif to*to> f CN^M f«( liidoc* •! 

HUV.»\A/ «<«<VM I** mt^M f««»«A« f« •4aM^. tMCMi^M •* mU<H4 

Ct«Mr*A vmH Wf MM* **«MM. ImCH «• 9M M44»tM -AA^ «*C<«« •MMJ, 

m«r U 1fwM<MdrM«MM^ toUI««*Md<toM*yl«(9««UM««<H««t 

••»OMr«to»*toAMtyto«Ml«to<MA«,MA«i »anCaAi to M« tful M 

•# MX** lh«*py tof NIIV HIM/ MtocfaoA t>t»>f> ••kUtto ifwM (ta»M 
U <«M«toi*tf t«f iKw«»y Kito»to49« »•! c cM4 4 «d*cto4 »J 

^•All AA^ •4*Mi <M«UiM to toi« ^•C*m4«« mlt>*» ««|«m4 to Um>4 t*<d 

botfy IWl •! to« <Mil 

• A4o(MM«Atf fMtof*<M« »AAAI<«*«^*4«M^ MUV -MM/ to 
IhM rOwtoto iM4<aJ r>*i^l«A« •! (Ni^M M 'hA «4 mIk mm UIw* fto<«> 

«*MlMto«to«(M«f •d«p4»4k«<M to*f >»»t« f «»w»< WOi^ 

tng ll«a «e44<aJ <M* •! to«<NU«A4«Kw»|<«Mtf«> t*t«>M«Ato MCMl*A4^r<*«A»«> 

tto«4U 

10 rM««<<i« Mi»««»«dM IK« <«« *a4 •4M(«liM*lMIlV alA/'WMto^tKAAMUMAI 
r«t<M<| to« chitf*! noM to#tf«Kr.«»c»^«««Mi««i(*Mo<*A'UdMhrffM«i«« IM 
nwHibW •! p*(MMt«< «*to «■ •! to« CAAfl <«MM«M WtAkAl U lt#( «l C 
NM« M«dU to «tM* p**^ <«• •! th* <Md «Md to ^•to<l MirfMM* M« 

to* i<*M*Mw»MAM«r wcfMM 1« fl .Um4>mi •vr* 

11 Al *4uC«k4A*l AAd pwUc IkMMi d*fMil«M«vit. t««</ai«ii •! •.Hatft^i MIIV A' 
IMf «tlKtod <M*M Mi *ic rf . » d M« IbAMgfy •MCM«o*tf to H»«t«|.<M> 

1^ AM AAd •du<«t«i i*^4#ig MIIV »tM/ «Aif Mt tr*M«4MM $*<li vA^***** 
*^ «ko.A4 g(i«tfy MMi «it«(it to p««*^ i»K t*ti CM* «W*«uc*MM to* «dM tod c*a*«M 
Mr»k.to <MMa«<9 1*4 tnk •! fMAMMt^ to *<^•<■ 



Ul 



1 »M^f<>.n,M.» l>»»»aC-w y ><.A— .we* OU- Ufa t 

« {»»^ Jl tfcww**. K C—0m W > ^ V>i»* •*»w«t JAJMU IMS, 

»|iw^»<»>»iiw |t>«M«IM|jt*4 • 

>«^i><»<<aw<t »> M l ■>« UOtl. U«>»4 MiitflWI 

»« — » ^ WMa* •< MMhan M«« AJ09 WMI t»*»»> *l *H»>| u*« 



CO 

cn 



ERLC 



40 



CM0S Foa r«Ax ooNffia 



0«er-h^6. 1985/Vol 34/No 48 



mm 

MORfcm AND MORUmV WEfWy ROW 



Cumnt Tnnds 

RecommmdBtiont for AM!»tlno In th* Prtvmtion 
of B»rin»tal rt$niauttion of Human LLvmphotropIc Virus 
Typt Ili/LymphadMiopalhyAMOclsttd Virus 
•nd Acquirtd ImmunodtfldMicy Syndromt 

TH« mtormatioA thd ncotrmwUwn in IM tfocumMl »t* intw<d*J «o ht«W»'e«ft 
provide » «Ad ltd* atkJ k>c^ hi»hh 0«p*rtm«rt» m dr^ttcfMtg proc«Ourt« lo prtvMl ptrMtal 
UfAWmtMM ot hum*n T.lympholrotM vmrt Ijrp* »Vmp»»*d*«»P*t*^ •»K)Ci*t»d w«u* 
MTLV>&1A/). ttvi wut iMt c««m tcqfjmd trMttunotitiKmnCf Hffldwnt WOS) 

Th«* bocum*nt cor>l«mi f»co«Mn«rtJJtxxrt »w provxftng countM^ng *<vJ. wh«o rxKitKJ. 
ItitM^g lo* tniAxxfY to HTLV.irUI/ lof mxntn who •! mcrtiMd mk ol Kcjmg Ih* v*u» 
«Ad who «rt tfthcr prtytMtt Of m«Y l>«com« prt0n«u HnimpOfUni IMI lh*M womMlnow 
lh«V ftrt •! mk. •! w»« *i know mkJ wyj«aUnd thftf HTLV>«/lW*«Atibotfr tUtui, lo they 
cjn iTM* • mlortTMd dKM«ot to hK> prrMni p«nrt«t»ty acqutrtd MIV'WIM/, 

Throi«hcou(tt«M>i^imt*ct*dMom«oc«nMimhowto»vo«dUconw4am •ndm* 
tt€t*dwom«iMnchooMloiM<vpr*OA«ncv untimor«ialinown*boulP*m«lcltr»iniR^KM 
olthtwus H«lrMdyprto<MnLmf*ct*dwomcnMnb«providod«^orin«t«ntofrn»A*9MH)l^ 
prtgfWKK V «Ad c*r^ ior ttM child 

Currtftt^ d«t» IraKm (^«| mo»( pwhJinc HTLV ITUI/ inf*ctont«Ad AX)S tra 

Kqu«*d p«m«l«ly from ml*ct*d ttomto. but «ddttiO(Vi iluditt M imdcd lo b«tt«f qutntify 
l»«nUol t/amnwMAfromeoi'^itdprfOMfUwocUAtoUMfMutofiwwborn. 

Thi rKonwTMMUtioni tikyw p<rt»« lo womwv How«v«t m#n who *r* HTLV.K/UV* 
•Atitody po«<tiv* thouW Uto b« counstUd r*s>rd«o itM ntki ol >«imI f»i P*iMUI trtof 
(TMtion, 10 thi/MnrtfK le* countO^ *«d tttUtg lh«* »•« p*rtiMr« who m»¥ N prvgntnt 
Of C0OSN)«nng pt*0A«ncY 

•ACKOnOUNO 

rMI«ti<« AIDS Cmm dw« to r»Hn«tal T^hmwImIom At ol D*c«fnb«f I. I98S. 21' 
(r4ol ih« 1».172A]OS c*Mi repofttd to CDC occimd»morgchMr«Au>yHr <3v**rsof 
•Of S»iv porctni of th«M chidrM known to hAv« Ar:! ThtM 217 oMt tf ^tunt cf*f 
tht mort Mv«rt nwnfctutJOA* ol HTLV-»/l>»/ ir.lMlion. L«M Mv«r* m«niVttkl«oi. oltM 
dc«cnb«d < I AX)S«r»Ut«d cocnplti (ARCI. m • not rtporltd to CDC. m tht nmnbw ol chAtrwi 
with chf^Oly k^ntfiCAOt «nm ttinbutAUl* to HTLV-V/tM/ lnl*ctK>n b (KMl*r th*n th« 
rtpofltd UM« ol p«^tnc AJDS In tdditton. « numUr ol miMttd chidfM •(* pfOtubfy 
airinplonviK. 



721 tUeotrTMnd^kwHlOf AtKtu^Mitw 
f^«v«ni«A ol Nrntlti Tr*A|Mi|tOA ol 

714 lAtlwvAta Ow<N«MI - A1«U» 



Of. OCTAIITIHIIT or HIAITH ANO HUMAN KnviCtt / PUSLtC Hf ALTH tf RVtCC 



7a MWWA O-^iMnr-Cim 

HTL V m/LA V - ContifH/t<f 

01 th« 21 7 npOflMJ (M(»<tnc AIDS ptt<«nt;. 16S (76\) h4v« «t IhM oAly known mk 
iKIOf • mothw b«k>oo*»Q to • 9fOwp mth v)C/«Md pr«t»lwtc» ol HTLV-HlAr mIKtion An 
•dditKMUl 18\ ol th« p*09ttK fft f tt\f*)ui»ah to tr«n«fu<Jon» ol Wood of Wood p?od. 
uCit whit ntk Itctof miomution itmii»<ng of mcompttt* on ths rtmttning 0V 01 Ih9 217 
ChJdrvn with AIDS. 48*. h»d mothtrt who wtrt mU«Y«nou» IV) drug *buM<t. 1 7\ had 
mothtcj who wcft torn tn H»»t,. tnd 10% h»d mothwt who mk pvin«t of ttthw IV 
drug tUrttrt Of h*M<w«l m«n 

01 lh« pitwnu with ptnn*t«Xv ACOurtd AJDS. 45% rtMtod >nN«w York Cify wh4« ftvtlt 
«nd N«w JoTMy tccounttd f of «n tdditiontl 3 2\ 

tWUdiMitmc ol ^(Wittal IViMmUtlon it is tuWvtd thtt HTLV atl^t/ is trtnvnrfitd 
Irom ml*ct*d woovtn to the* IttuMt Of olltpnog dormg pf •9A»ncy. dimog l*tMr «nd dtfcvtry 
or ptfhtps ihort»r tlttf btfth Tr»nimt»»*ooOlth«vifv»duni>gpftflft*ncyof l*t>Of«ndd«***ry 
to d«non»tr<l«d t>r two rtporttd AJDS cmt occurnng m ch4dr«n who had no conttci with 
th*tf mlKltd mothwt <lt«r btfth On* w«i d«kv*r*d by Citi—n Mction 1 1.2) 

TrwumtsMMOl tht virut ilttf Wrth m» bttn imptictttd m cttt ol HTLV'H LM/ «lt€« 
tion *) • ehAJ bom lo • mothtr rt;*rt»d to hjvt Kquvtd th« mitctxjn irom • po»t^«m 
Wcod trtntlution S«Kt »ht trttitltd tht ch4d fof 8 wttki th« twthort wgQtftttd braail* 
Itwtwx) •» th« potvbit modt ol utntmtuon (J) R«c«nt>y. HTLV«ll/LAk/ h4i b««n noltttd 
IrOm th« bru %% •»* of nltcltd women (4 1 

K»k of ftHntttl TkMMniuJofc Irom btltcttd Mothers The leu ol pennii«l tr«A<m4. 
MM ol HTLV.«/wy from mieeted pregnent wom«^ « unknown, however. ev*«Uble d*u tug* 
geit e high rtte In one study of 20 mlenit bom to miecled mother* who had etrody deira* 
ered orw «lent wrth AJDS. 13 (85V h«t seroiogK tro/ot cWkjJ ev»de<^M ol miecion with 
HTLV-M/l/l/ **m\4 montht titer Wrth 15 « I S«Ke lhe*e women were tekcied on the t»u* 
of h*«og prtviowtV tr*n«mrfted HllW'WUU penntt«»y. th*i Mudy mn otrtttimiit tht 
•veregt ntk ol tr«Mm4s«>n lor *S miecltd prtgneni women 

PtTMUttl trtnwiMMn troa en miected mother to her rwwbom « not MVSvueWe ^Jf three 
chAVen bom to women who became miecleij wrth hTLV-H/UV by •rtf<tal imefrMUtion 
Irom $n miKttd (ionor. «l were m good hta»h and ntgative lor ant^wdy to l.>t rtvt mort than 
1 vtafdfterbrfth(7l Another ch4d. bom to a wonwowhowtialrMdy pregnant at the t«i«ol 
AX)S dicgno««t and waa demontt/ated lobevvenve wat ««ronegaiive cuttt^e negative. and 
ht«hhy ai Wrth tnd at 4 monthi ol age (9> In a ratrotpectrve flydy tvik»«t*^ n«^e chrfdrtn 
under 6 yeart ol age whote rrwMhera were lattr d»agnoted with A»S. two I22M bad antOody 
to HTLV-H/UI/ (9) Tht mlectton tututol ihete women d^mg prtgnency wat unknown 

ki thete tludiei, tht rate of trantmttpon renged IrOm OV W/3> to 85S 113/201 Additional 
ttudtet are needed to better delm the rateol cvantm«tt«on and vaneWea ettocieted with tt 

tUk ol Itneea among btfected Pregnent Women fregnency rtaitoCMi^ed with tuppret* 
tion of ceX-med»ated immumty 'and mc/aated toMeplOAty to tome miectiont IIOI The T* 
hcJpof lo T.twp<Mettor ratio njttac/eat'ldunng normal prsgf\»ftcy. be*4g towvjtt « the th#d 
tnmetier end retuma to norr.iil ap^ox^nately 3 rnoniht potiparlum (10) H *t not known 
whether pregnency mcreatet an mlacted women't riti ol developN^ AOS Of ARC. but «nt 
ttudy tuggetit it doet (6 ) f iltaen mlected women who were wt« at tjme ol deirvery were lol* 
lowed an averege ol 30 month* euer the b«tht ol the* ch^drtn five (33S) tAjbt^r^t'y ^' 
veloped AJOS. teven (47« developed AJOS-reUled conditiorii. and oVy three C20\) f ama-^ea 
atympiomiK Thtte ft wit may not arp*ir to al mlacted pregnant women but they do a«g« 
gait en MC/eated Ue«<hood ol Jrveiop<ng ditaate when en HllV-WlM/ mlaction occurt « 
attociaiionwith pregnancy 



HTL V Ill/LAV - Cont^*i*d 

Pttvt^mf •» HUV mixjy kifMiiw CmwmAao and Mine lor AM^ody lo HTLV.«/ 

teMn«olwromM«inMtMCiiM«lpf«T«l«K*oltfc«vwyft(Ttfal«1l 1.s,4«nclu(J* wo»k«nwf»o 
h«*« MMd <n*9» ««r»T«ftow)y Iw »»#«>«fce*l pwpoMt. 

««r: J trt prtHWMiio*!. and we««C3 tr* or haw* bM» mi p«tMrt of mm wtio ctouM IV 

drwo«. art iMiwA K«v« hwiwpMtL »r«r« bora M counMtt wtws hM^ 

It mouo^l lo pUy • m4i|0f rolt I f r f 2 1 or htvt fvU«V4 of mfMton 

Th*pf*fatMc« olMUKNtyioHTLV-BaM/inUS poMtkoM of dma tAtf wentM i«VM 
Irom tm thM 001% ipt l«mal» Wood dOAor* lo m ti^ «• 74% m fitM willi fiomcyNP 
1 13.15 1 Amoflo KtMroMMd IV <lrgg tkMttn. ««• prtvaiMM of MTlV.«fl.M/ WKt^v, 
iM0nfrom2>toft»%Mv«new»|MgraplMcarMtlfCf 7} SareprfvalMMaflicngtfwhM** 
roMiuaC pMtnm ol poriono M bKTMMd rM lor AJD3 varioo IroM 10% i»t tfiMto 
Mym»4omMiC M^ipoMiro hMiW(M« pabMtt 10 71% In ttw iMMto pMMrt ol fn«n wNTi 
^USorAACIff 20) Amoog proiiMt> ttto HTlV-WUy ■nlHatfy provliwco »»rtt> from 
»V lo 40V d«(>Md«« CM 9M«rt()h« wtih inofi 4l Ih9 womM wMtf) po««»v^ 
lH9Mlori*}oflV(lniga(MMt2M Among IwmI* Uoetf donor* In AdMn GMrgta. vrfw 



TAMI 1. 7t«Ml«M* sf HJVi'HUyM MtiMy In 9m(««*«ih^ »B»doriim - iMttd 
•moo 
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uimn Otwfc** 4. IM 

HHV nt/LAV ^ Coethnutd 

dMMd b«tong«^ lo rwgfi groups 0 Or rud i«P««i*dlr i«*cir»« •nirm« M«d Mnmwn* 
•Oftwnl tiior* «IIS*»I loMoMtdby KKlrvt Wdltfn Wot ttiii l#5> . 

CommMCiMr I •ill to (l«l«Ct *nl4>ody lo HUV ■ I A/ «• (lISAl w>«tO •nt^ 

d«fnr«J Irom «*ho»« drUuplvd MIIV ■ lAV wr»«» IM CUSa •« imi««* on Mb*! tdKng •! 
lltndWd p>OCt««* lo l«P««l lh« Mil OA lh« Mm* ipMWTMA RMMitMff^r (••ciw* Kill 
hi»Ny s*n««tiv« IpMiK lot w»l4>odr lo HUV RIM/ HowMM. wK^n lh« (IISA •» 
lo UfMn popU«lioot m wNch lh« pttvat«fK* ol mlMhOA n vtir low liwch ti blood dono^ 
0* womw) not « iMohma ofOwOi). th« pi ofv^ion of itpMlodtf !••«»*• i ikAi IMI lati** 
poKbv* w« b* higho* f M iri«i ftaion. •*» MkkUMUl Ittl. *ueh • Wii(«rn trfol n r#<o« 
m«nd«J foCow*^ itp«*UdlriMCbv« (IISa i«»uM. tipMitty nVm Pf««a»«KipopuUt«n 
In f>opul»iiOA« «v«(h rMe^ pf«v*i«Ac* ol mIkkoa I«o homoMiuW m»i « IV drug sbwMO 
moti itpMl«(fr l»»<b»« HISai mo MKlnr* by WtiiMn Wot Of tnoih** mi for Man^^ 
among 103 IVdrwg obutMl whoM i«p«*l*<>v iMCtwo by (ItSA. o«*r ««•# 

i«»cii«*byWMl*mWotl22l mconl/ut « • low pttvttonc* popwUton ot 69 f«mM Woo 
donor* wtMM •»•«• itptMtOv lOKbv* by IllSA. oo»y 5^ «»«*ii«ci«v« by W^it«m XA 

list 

Dwt lo Mnowmtii ol th« implK«i«oAi of HUV « IfU «nU>odr iitclrwtr •! tttMon 
m«nd«d IMl MP«il«dlv MKi'v* CliSAi U lo«ow«d by «n odtibonal un. iuch m 3h« vWi 
tn Woi Wom*n w>th Mr* i*p««i*tfy rtxinr* by IUSa and r**ciiv« by V/tiUm Woi iltow 
Ks«« « iNxougli m«kc«l tv*lu*lon HTIV m lM/htt bMn >»oUl«d Irom • tn)^ ipMMt* 
« 67V<9&^ ot paiscns »Uh tptbK tniAody 12 J 241 e«c*uM «lMl«>n Mi b«* 
d«<nontlr*lod « iiympiomtK porions. lh« priMnci ol »p«ol< •niibody ft^OuM bo coot* 
ar*d pfMMmpiw* OMdtnco ol cwiwii miKlon and «l*ci«wintu ^ 

lUCOMMINDATlOMS 

Wom«MW»>oat»auMb«0*f*r«dCo(Mi*IMnSfiiidT*«lln8 Count*M^ fnKt$a^t4i 
hg tsf 9n»i6o»fr fo Hnv.ia/lX/ $bovU bt ott»f*a t9 P'»gt^t M«Mwn and «MmM mhm m 
U(«m* pftfMitl m tht foOowMg fffoufi$ III IhOM wtw av^d^ya of HUV 0 lA/ mt« 
Hon. 121 Ihota wtw hava Miad drwg« «niriv*nout*r to non.;Md<ai putpoMi. Ill l^OM wi 
wara.bom « couniriai wtwa haia«o»*iwal i<«n«nM««n inowgM lo pUy a m«yof n 
If /.f2l, 141 ihot* «rt>o hava artgao«d « p(oiMwl«n. (Si thoM »^o a«* or lv»v« baan i< 
partnaraol IV drug abu»«rs.b<»*awal man. man iwrthhamopfwk*. man who ««a«a born « cow 
li.ai whar* haia«o«aiwal i/*nunti»«on i* ihowghi lo pUy a mapr io4a I«f.f2i or man «•) 
othtfwtt* ha«* avMianc* ol HUV WlfU mlaciKM If data ba<oma ava'aMa lo iKow H 
HUV wlfU *ni«ody p(t«*(anca maatad « olhar (youpi or »*iiMg». cowmakng a 
lating programi tiKwid ba aitandad Id ^iuda lh«<n ltoul<na Cown»a*ng and iaita«o 
vrontan who art not tnck«dad « lha abova maniionad not lacommaf^ du* (o !• 

ptavaianc* ol niactton and ccncarn •bowt Miarptalataon of laii lauili « a low ptavalan 
popuaiion HowavM il a woman ia<)uaili 4. lha aarvK* thould ba ptovKM m accordan 
With that* lacommandalioni 

tatimg* for Oflartaf Countanint tni TmU<i| CounaaAng a^ lautfig artl4>odr 
HTIV ■ I A/ 10 pravani pwntiat Irantfihit^n i* lacommandad « lh« MllMg o< A^y nMd> 
»a<v<a«wh<ch woman at MciaaMdiitJkafaConwiKMrfyoncountarad That««clkida >«r«« 
for traaitfig IV drug abuia faa*. daioi>t<ai«n and maiKadona ma4tiaAanc*l. com^thmk 
h*mophAa iraaimam Caniafi. MiuaXy iranamillad di»aat« cWki and ctrKi Jhai m> 
famaia p«»tMu(ai In addii«n iar«<ai lauiad lo i*oroducl«>n. UKh ai f am4y planmng a 
mlarlAtr aafv<ai.Orn*co<og< pfamafiiat or pi aconcaplwai OiamMai«n* andpianaiala 
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HTLV m/LA V - COorwW 

oUttinc »hOiM abo crnsidtr of ttnrg counMlMig •'fd muig 

M«n cl lt«M ta<uMi*s TMt«)Q tOf wMMt 10 HTLV-V/UI/ >houU b« p«rforin«d witft th* 
womtn't conMnt tfuf co g r » «l <^ is provid«d rt^trdf^ mk iKtort fof MtCtica ttM €*tt' 
^•Ut«n of t««l rttuHs. lh« nUt of irantRMSMA. and iht pottM mcftMCd l4ahhood of 
••M smong wom«n ^fMlad wMh HTLV-M/UV in ftttodation wittt pragnancv The CMnwI- 

in Mnv«9s prh«<« conf«d«At>«l couoMftoQ and iMtng camol b« tMund. tftlomutttn •^ould 
b« provxM and rtl«rr»ti m*d« to •f>prO(>nit* (acAtiM. 

frvOMAcy •( TMtkio DtMcUti* •nU>0(ht« lo HTLV-R/UI/ nwy nol dfvtlop uiU 2-4 
month* tfttf tipotur* TNt, and «^th«f ItM wofnin i» cont«woua*r tipoMA titould b« 
taktn mto account whan contidanno iht naad fOf. and fraguanqr ol. rapaal laabng Mgh<mk 
wontan shouU ba ollarad counaalbno and t«Mng bafora tftay bacoma pragnani Oumg 
pf cgnancy. counM*ng and latbng thouU ba offarad aa soon at lha vvoman la inown lo ba 
pf agnant H lha irtitta) ta« *- rtagiUv*. rapaat lastrg mty ba irvXaUd naaf daWy lo a«f m 
tha cWi<al Runagamant ol lha pragnani woman end nawbom H tM i««l •« nagatn* and 
lha motttar'a n»ii of axpoaura no longar %vtU, l^a may ufafy c ona^ida f braatllaad«ig 
cImMl and managamant ol iha ch4d naad not Induda tho uma concama tftat wo«id !)a ap- 
pf opnata M ifM woman had had a poaAva lati Of rf tha wara al high ntk and had not baan 
lattadytaai 

CouniaMnt ^Momaci wrtth ttaaltJv* flaawlta. Woman with vwolog*c or MrOogtc avwianc* 
of HW^t-mXHi mlKhon should ba counulad ragardtf« thair own nak of ADS and (hamk ol 
pannauJ and m>«mI irantmtMion of HTLV>ma>l/. Inlactad woman should ba counaaCad to 
rafa»tha«Mi ptttnmx lof countaAngandtaatng^HlhapartnanolthatawomanaranotA* 
fa£t>L both mambara of if>a coupia ihowid ba counaaAad on Imw th«y may modify ttt^ 
r.*«ticat lo raduca tha nak ol HTLV-BO/V i/anatmaion lo thawanfactadpartnar m adcKion. 
tha eowpia should ba told not lo donaia Mood, organ*, or tparm and ahouU ba (kacouagad 
from u»ng t/ drwgs and advisad agamst shaiwg n iadla a and lynngas. Whan aaafcmg madcal 
or dantiJ cara for intarcwrant *WM, ihay should nform thoaa rttponaAla for thaw car* of 
thaw potKma antibody sUhAlo approprtatarrtluation can baundartalian ItKommartdatona 
for pfOYtjifig M^fOfmmonand ady>ca lo indv<uala wfKtad with HTlV-W/tM/ ftay boanpub" 
hshMJI25) 

fatlaclad woman should ba admad lo considar daiayWtg pragnancy unti mor* k i^yten 
about pannatJl lr»'>imiSlion ol lha v*u» IVagnani infactad woman n>ty raquir* addrtional 
mad^al and social (upport sarvicaa du« lo an anhanead hak of opportiMlie infacttona and 
psychosocial dtfticulM and attar pragnancy Obalatric-cara providars thoUd ba timX 
lo s<gn4 and tymptoms of HUV«1/I/ and ralataf opportwii«M infactiona in Ittaaa pragnant 
woman anrf lo tha naad lor apaciaki ad mad<al cara 

HTLV-iu^'tf^factad woman should ba *dv«ad agakat braattfaadMg lo avoid potmatjl 
l/ansmits>on lo a Ch4d who nuy nol yat ba mtactad Tha cMd ahould rsctwo folowifp 
padatnc avaMbont to datarmMW wf>athar ha/sha h«» KTLV'K/UV infact^n. arMf lo dt»g< 
rtosa and traal promptV any d4«asas that mty ba aacondary to KTLV*«/UI/ MfKbon ^ 
Aacommandations lor aducatrg and provKlmg fostar car* for infactad chidran hav* baan * * t\ 
pubfcshad(2«l \J \J 

CounaaMAfl Woman wftfi NafaUv* Taat Kaavtu. A n*gat»v* CU3A lor HWJ-WVU an* 
t«>odyMwomanwhoh*v*nockKalorlaboralory*vidanc*of HTLV>HaM/inlactionHBvi« 
^ done* that lhay hava probably not baan infKtad How*v«r.uAktfactad woman wtmiiMvasai 
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pwtTMri with tvKlanca ol HILV-WUV ^lacbon or with an «Kra«iad nak ol baconwig Mfaci* 
ad should ba MtfoniMd th«t saaual mwcourt* ncraasa* tha« nsk of vtJacton Thasa wo<»an 
should ba miooiMd of »ha mk» MiocMlad with pragnancy If thay bacoma rtfactad and ad< 
visad 10 considar (W*yrg prtgntTKy uf^ nvjra IS kj^own about parsvrtal karMm*^^ 
vws or unt:< th«y ar* no tongtr con«id*r*d to ba al nsk lor acqumg tha m* m adMon lo 
pravantng pragnancy. lha conststant and propar usa of condoms can offar soma protaction 
agarat HTLV-HUV infact«n 

High^ womaa avan if saronagatw*. shoUid ba toW net lo doruta biood or org«n* To 
dac/*as« lha« nsk ol tacomirtg a^actad. drug abusars shoJd ba ancovagad 10 saak traai* 
mant for tha« drug abut* P*rior:a co««4ate>g IV drwg abusar* should ttAow that IV dnjg 
abut* IS oftan strong^/ tfigratftad and compulsfva Oaiprta <ducatortal af^cfts a<id ancouraga» 
mant for traatmam. «or\« td^ts w4 conta^ lo abus* drugs or ralapa* afiar traatmani If 
dntg abus* contmu**, th*y should b* sdv^i not lo shar* n**dto* or Synno** artd lo us* only 
Slanla aqucimanS 
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MTLV lll/lAV - Cpnfou^ 

MAlMCMnM*v*«WM« lii«rMOorw*dtMtprov«<onef tfwrtcoMm«#<d»dprol«M«n*lcow^ 

Un« lo mptomtm and NUy Wm» «v»4«bi* rnourcM. pwlcubrty n pUbbc lK*Mt. wtvch 

n •dwMWiQ Md e«nnt for KTIV »1A/>»)I*€I«4 pwtont »NMid to imi* ot lha poMMMl 

m*«r wiM Udwtt and »U>« iMn^ f»ffU*t>oo«. «y] pottOM Ihc) prouci lh« coofid O Mtry of 
CiMMl (teM and IM) tntM* Ib(H Mk'«AOA ihOkid M«ur» that ipacibc fn«ch«Mmt ara n 
placa lo proiaci tofiMtimiitt el aa lacwda aMi to pravant tht rMa«*a of wfonnataM. 
AMMrfwwa MM«tg urodtf npl to appf opfiaia •( pravaNt adaciuata couwia^i^ and madkcai 
tcMtrtt-yp arakiatiOA. 

HoaprUl pracauMna Im mjAagno Maclad w«man art nIaMa ahotid to paltaiAad aftar 
ihoao tof canng tof paaanta «Mtti KTlV-»lw mlacton i2T.2»} Addrtvnal racommanda* 
t«na«Mltoa»w 

OCVf lOriMNT Of TMUt WCOfMyilKDATIOMS 

Tha nfdrmaMA and rKommandatiOAa conl*nad In ttm doc4Manl war* dawatopad and 
c«mprfedb>/COCandiftaUS futAeHaaMttSanneaaiMiMiwiiOnwiihrtdmdMiaiapratanl' 
«0 IM CoAfaranca of Suia and Tamtonal Cpidambiogiata^ lh« AatociatttA of Smm and Taf • 
nional HaMh On««alt. *M Amancan fiibhc Ha«.Vk AMooation. Mm UMad Su^ 
ot local HaaHh Othcm, Wo Aaftancan M adicil Atia c mlM^ »♦ Ainantan Co*ag< of Otatatrt' 
cona and GrmcoiOiM*. «M AAaf«an Acodamy of MatKt. Mm rwiwiad PiKa*^^ 
aMA Of Awanc*. AmncaA Vjnacaai 0«4aao AaaoMlOA. lf«a CW««on al Matarnal and 
CMd Haadh of dw Ha««> ftoaouicaa and SarMcaa Mmtmnttton, iM Katwul InaWwU on 
Ofwf Abuaa of *m AJcoltot, Drat A^uaa. and ManUl HaaWi AdnMMir*t>o<i iho WaiioAal ' 
HamopMa fewndMiOM. *ia Ha*aA Mad<af AaaooaM^ IM AmarMn tar ratrdakeix, and 
*iaKamadylnaMuiaofCdx»a(Gaor9Ho«MUNv«rwty \>«conatAMsaiaoMM>adrapro< 
lantatM** of *>a da» w %wan i» at haaWi m araaa w4h Mm la*>aat mentor of pannautr 
iranaflMiad P«lMne AJD3 CMOS Naw Yoit C*V. Flond*. and Haw Jartoy Thaa«race«Mna«v> 
datacna may not r««acl v«aw« of ai Mntdual UMtiianis or iha oroanUaMna dtay 
fapraiantad 

AtAMMTM 

I la9e*H*ttAa>^J.HU*€0 Chinu^J^.O*m>^M T toajUctNal wm<e>it « ta<ialMHV-ll 

•C4Mrt«Mnwtaa«<«MMf (lAdraflw N i m wc»IW.73 Ml • 
) 7««iwJilCaapwOA. jerwtMAKO C*M J r»Mn«Ml (rMMMtOA M AM atiacMa* (MrMm 

IraMmwMrMnlMl LMa< IMi iaM'7 
4 Ttary L t^nttm CaUbartw S. JaoUlxar T. «i •! liaiakM •! AM Mm c«t-lraa kr«Ml 

(ti*ai i»waaha«w»rmac«m«r« |um>UMM im>l|l*2 
I Scan CM. fiacM MA. iqmm M. ai >I MMfw* al mImm <nMi ae«un4 «wiw«od*heMACy ty^ 

drama Mt tm* al iwfciiqwa**! p n »>awciM Aa^ou. C a»»a bliw it loil taol^foca ai> at»«r<d 

< i wwo J il ^n wT »»»»a*ta. A»«« 14. 1 M Ht 

• ttatiCA.ftKWMA.lCMiaaH.aial Mot»»»ala>i»<a ac»«wd www <w<>lnM<y<y<». 
••Ma a>^>ocalaffca»i>i<wtf » «Mfc<»»d— r w >»iom>a<c>m»» jAl>mm.2tJ 343 • 

7 t»aw«rt ftJ. T>«ir Jft. CM>in*<o»nwi At. <l al Ti K HJUM i iaa »l iMitaw M > fi > t l> H »ia< wrw* ry»« ■ 

•fTLVil««v«^«*l««lfM«<MiMaN^dCM« laAca«f»td«Mt-4 
I COCUf<M*Mtatf««U 

• IKoiM* ^A. lk*M R. MW. CaMMI J Caw»»t*><> al HTlV ■ M«atofy. T caa Im<«. a^d 
•awti ^adlll ataina al cM«r«i Mt»»a maiMf • Ka«a AOS mS* cM*m al l n a W iy wmt ctfy 
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M Nr» TaA AKMt CM(e>a coAlaiawa on ac4w«ad •M<«.Mda4M<i 

MjH««r| 10 P(*9Mn<r ttUM\ta ««prMt«M ol ca^mnMiM •wMuMy A«« M Oh INi • 
WHO Ac^M MMtMA* o«h(.««c, •rfWoMM UXVSl AhwxI Wta MwMom m fw«o« »• al 3i 

Catna KG fn**l MA. laAdMMM $H. M •! IKKH* l« AOS aM^Af H»MA« «) »• Um«I 
14^ rm*" »Mt>«aiK»»xl coA««*MC« acQMvad MMMnodtKwici t,«>»».w< A^i 

J*«*»J UfOoMOtus immmAC ri 11 I »rnyi>»>o»< trn w '1 iiHiX 

••^•MMCitM r Art anUMtfr MMCiaMA AanupM^jT mmmm (IMm and coi^ 
MMMat* JAV.4lM>.2»3}40t Ik 
14 GiarMC'.U(C(MraC9wM«M M •! lr«M0^«4Wttpa»y HI«*MM««MMI*OtetMtc«^ 

MhMia»l«*MtWM«<<MW«crir«orK«4MaicOM(««M tlMdlMS U 711 10 
l» COC U»<Mbh»ha4Mt 

U SfMcU On J«1*«CC totMO Mil HUVk lWM«»«M«Mi*««iOMa*v««WMr« ca«< 

MnMN*lie«>«M4»V>naarmlarAOS AHMU.GMr>a M«rMha«Mlc«awanciaA« 

•MtMWMlMACv tr^om* A^<l4.l7.lltS 
17 Www SK C«vw« »«4 Goa«wlJJ ill! Art«l«HUV-« and AOS* 

*Mf afewMrt M *H« JVMf Aa«M*. CMr»« tw>MlMi»«l caMlmnca • 

cw«T(r)i*ama *<t»* 14 . 1 7. 1 
U Kf-u Jt. Mttwi^ tW fnwca Ml CK C»mi M AoWjoOr la Wmm T h"»»»l » »c w» 

tKit ■ M »*rta htmoplMMCt avidMic* fof tauiOMMil lf«>aM«tM Ami Mwm iM IM$. 

IC;1«13« 

tl WadfctM M. M«rtKtw ro Stto»MWx» S7. •! H ft>Qw*«l irwtMw^w al HHV ■ »i>»w laOvxt 

•lpa*win«M«iAO$f«iMadc«<«^iaMAO$ jAUAtMt »31ftn.3 
M Hf^ C A. Cab>«(Mi« CO Acoact G«rai( M m •! hUV « l«/ MiKtm a«d AOS m hMw MtMl 

»art>»« 0* AOS oMMt* M<w»apoM T*mmv WV« mmvMWK* c«Al«*nc« m 

iKcraMa9MC.r4ti«<M«h«ipySn>«M«w}f Ocwoar} IMS 
21 CPC N«utM«Mii irMWMtMM ai »«Ma* I.lr<ivAoMp< «««a tyya ■ rtTu'ifln-jjit , 

•tMCMMtfvMa MMMfllMS S4Ml<3 
21 COC UntM*M>addMa 

13 faaww ru MH HW. >>ana» C. 1 al Ti»>«».w.i>i Miien>i< ac»«>ad ■■xw^wx^fcc^wcy »t>- 
drama *naMcaM«HrMM»<Ml«<l««MMM>4«(M«t« MCm«IJU«4 IMS 312 12*3 • 

24 J*l»« KW ftOTMO fU. Omow WW M •! M<)CM« •Mil SmMA T tlTf^tX^ «iry« 

l.-aaM^«i>>w<» m .i B ptaty w»oo«w<,ir^M>(>«>ar»M>yliail»Tt * amowt»dwi«* AjMM«MU«d 
ltaS.102 #37-30 

2ft COC y»atwm^alfwtt^HM«di»«»vKa#w>t»t#wcT»aci w w»»ii<iaa<wlarKfaa«>«^^ t 

ard a*»VM MMatfr m dta cavtMf a<» M ad w M Ptf<aaii *i i K y >i<K> » aia mmmh 

2A COC CoucMM a«d lotiar cara al cMdiM mIkm «Mdt huKM T »r*»»airoa< *««• fraa 

Mirm»i n d»»ai>atfi | aaMCiaiadvM MMWNUtS S4tl7 21 
27 COC A(«Mt4 MfHM aaUwnci if<i*ema (AOS! priciwaim lar cAMCtl «4l«twMMy auito 

MMW1IIM2 31 ft77 M 
21 COC AKa'i>m»w<«t«M>«pf»,«m^i»»<»<)h»t^al»»i,t»<<»Mfcit,ai»awT »TW»»a»Mi<»^ 

tf>a»' W ^rt>*Op»lH | ••»«Mi«<l««M««(h««>a,i»lM« UIAM im.S4 M|.« Mt S 



Anembly Bill No. 403 



CHAPTER £2 

An tct to tdd Chipter Ml (commencing with Section 199^) to 
Put 1 of Division 1 ct the Health and Safety Code, retatins to health, 
and declaring the urgency thereof, to take effect immeoiately. 

f Approved by Covtrnw April X 1083^ Filed »fth 
Secrcur «f SUI« Apdl 4. IKS.} 

IXCtSLATTVE COUNSEL'S D\<XST 
AB4C3,Agno«. Health. 

(1) Existing taw cn/vides that the results of specified blood tests 
shall bs confidential and not open to public Inspection. 

This bill, in addition to existing law, would provide that no person 
shall be compelled, as specified, to identify any individual who Is the 
subject of a blood tett to detect antibo(<>es to the pro^uble causative 
agent of icquired immune deficiency nmdrome. The bill would 
provide penalties for disclosure, as defined, of the remits of the blood 
trst. as defined, except ts spedJled. including the assessing of civil 
penalties and the crealioo of a wiw misdemeanor. It would establish 
a right of action for actual danuges. Creation of a new misdemeanor 
constitutes a state-mandated lo^ program. 

This bill would pennit the State Department of Health Services to 
require blood banks and plasma centers to tubrnit reports 
summarizing data concerning tests to detect the presence of viral 
hepatitis andanhbodles to the probable causative agent of AIDS, as 
specified. 

It would prohibit a person, except as specified, from testing a 
person's blood for evidence of antibodies to the probable causative 
agent of AIDS without the written consent of tha subject. 

This bill would prescribe that the resulU of the blood test not be 
used in any Instance for the determination of insurability or 
suitabilltv for employment. 

It would also prescribe that neither the state dmartment nor any 
blood bank or plasma center, including a blood bank or plasma 
center operated by a public entity, be liable for 'any damages 
resulting from a specified notifkation of test results. 

(2) The California Constitution requires the state to reimburse 
local agencies and Khool districts for certain costs mandated by the 
state. Statutory provisions establish procedures for making that 
reimbursement, including (he aeation of a State Ml'yU;es Claims 
Fund to pay the costs of nundates which do not exceed g^OOjOOO 
statewide and other procedures for claims whose statewide costs 
exceed ISOO^ 

This bill would provide that no reimbursement shall be made firom 
the State Mandates aaims Fund for costs mandated by the state 
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pursuant to this act, but wM'.Vi recognize that local agendes arKl 
adiool districts may pursue any available remedies to seek 
reimbursement for some of these costs. 

71i!s bill would provide thit, notwithstanding Section 223 1 J oTt he 
Revemie and Taxation Code, this bill does not contain a repealer, as 
req\^^ by that section; therefore, the provisions of the bill would 
remain In effect unless and until they are amended or repealed by 
a later enacted UlL 

The bill would take effect Immediately as an urgency sutute. 

71be pooph of tbo Sttte of QdJcntU do emzi as folhwx 

SECTION 1. Chapter 1.11 (commencing with Section 199^) Is 
added to Part 1 of Division 1 of the Health and Safety Code, to read. 

Ckapteh 1 1 1. Makdatzd Blood TEmNC and 

CONRDINTlALrTY TO ProIXCT PUBUC HEALTH 

199^ To protect the privacy of Individuals who are the subiJe .*t 
of blood testing for antibodies to the probable causative agent of 
acquired Immune dHidency syndrome (AIDS) the following shall 
apply: 

Except as provided In Section 16011 or 1009.3, as amended by AB 
<S3 of the 1963-86 Regular Session, no person shall be compelled In 
any slate, county, dty, or other local dvil criminal, administrative, ^ 
legi^tive. ur other proceedings to Identify or provide identifying o 
charactertstlcs whl^ would identify any Individual who Is the 
subject of a blood test to detect antibodies to the probable causative 
agent of AIDS. 

19921. (a) Any person who ne^lgently discloses resulu of a 
blood test to detect antibodies to the probable causative agent of 
acqtiired Immune deficiency syndrome to any third party, except 
pursuant to a written authorization, as described In subdivision (g)* 
or except as provided In Section 10011 or 1003^ as amen^«d AB 
483 of the 1965-80 Regular Session, shall be assessed a dtil li^ty 
In an amount not to exceed one tbcusand dollars (lljOOO) plus court 
coats, as determined by the court, v^hich penalty and costs shall be 
paid to the sutject o! the test 

(b) Any person who wUl/ully discloses the results of a blood test 
to detect antibodies to the probable causative agent of the acquM 
Imriune deficiency syndrome, to any third party, except pursuant to 
a ATittenauthorizatlcn,u described In aubdlvision (g). or except as 
provided In Section 1603 1 cr lOOSi. as amended by AB 488 of the 
196$^ Regular Session, shall be assessed a dvU penalty in an amount 
not less than one thousand dollars (II/)O0) and not more thin nve 
thousand dollars (13^) plus court costs, as determined by the 
court, which penalty axKl costs shall be paid to the subject of the test. 

(c) Any person who willfully or negligently disclosei the resulU 
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• blood t»t to detect tntibodies to the probtble caimtive tfent of 
Acquired Immune deBdency syndrome to a third p«rty. etcept 
pumunt to • written cuthodution. ts described in tubdivWoo (f )> 
or eicept u provided in Section IGOll or IGOCU, u amended by AB 
486 of the 196S-96 RefuUr Se»ion, which retultt (n economic, bodily* 
or psychoU}ficd harm lo the nibjsct of the te*t. Is guilty of a 
miidemcanor, punishable by imprisociroent (n the county jail for ■ 
period not toeiceed one year or a fine of not to exceed ten thoimnd 
doUars (t 10.000) or bo h. 

(d) Any person who commit any act described bx subdivisica (a) 
or (b) shall be liable to the nthiect for all actual damages, including 
damages for economic, bodLV or psychologfcal harm which Is a 
proximate cause of the act. 

(e) Each disclosure made In violation of this chapter is a separata 
••••» actionable ofTerue. 

(0 The results of a blood test to detect antibodies to the probable 
causative agent of acquired immune deficiency syn dr ome shall not 
be used In any instance for the determination of Insurability or 
tuttabtlity for employment. 

(g) 'Written e uthorization,'* as used In this section, applies ocily 
to the disdocure of test results by a person responsible for the care 
and treatment of the person subject to the teet. Written 
authorization is required for each separate disdoiure of the teat 
results, and shaU include to w^tom the disclosure would be made. 

(h) Nothlnglnthissectionlimitsorexptndsther{ghtofanii\fured 
subject to recover damages under any other appli^ble Uw. 

(i) Nothing In this section shaU be construed to impoeDUibility or 
criminal sanction for diidoeure of a blood test to detect antibodlea 
to the probable causative agent of A!DS In accordance with any 
reporting requirement for a diagnoaed case of AIDS by the state 
department or the Centers for Disease Control under the United 
States Public Health Services. 

U) The state department may require blood banks and plasma 
centers to submit monthly reports summarizing statistical data 
concerning the resulUof tesU todetect the presence of viral hepatitis 
and antibodies to the probable causative agent of AIDS. Thb 
statistical summary shall not include the Identity of Individual donors 
or identiiyingcharacteristics which would Identify individual donors. 

(k) "Disclosed," as uted In this section, means to disdoae, release, 
tranter, disseminate, or otherwise communicate all or any part of 
any record orally, In writing, or by electronic mcfju to any person 
or entity. 

it) "Results of a blood test," as used In thb section, means to 
identify or provide identifying characteristics of the person to whom 
Ihtf results apply. 

19922. No person shall test a person's blood for evidenco of 
antibodies to the probable cauutive agent of AIDS witbot't the 
written consent of the subject of the test, and the person giving the 
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test shall have a written statement signed by the subject confirming 
that he or she obtairted the consent from the subject. 

TTiis requirement does not apply to a test performed at an 
alternative site, as establuhed pursuant to Article 8 (commencing 
wit} Section 1630) of Chapter 4 of Division 2. This requirement also 
does not apply to any blood and blood products specified in 
p«r..grsph (2) of subdivision (a) of Section 1603.1, as amended by 
A^^bly BUI 488 of the 190^^ ReguUr Sessior. 

199.23. Neither the state department nor any blood bank or 
plasma center, irtchtding a blood bank r lasma center owned or 
operated by a public entity, shall be held liable for any damages 
resulting from the itoHfication of test results, as set forth In paragraph 
(3) of subdivision (a) of, and in subdivision (c) of,Section 1603 J. as 
amended by AB 488 of the 19S%86 Regular Session. 

SEC 2. (a) No reimbursement b required by thb ac< pursuant 
to Section « of Article XIII B of the California ConsHtution because 
part of the costs which may be Incurred by a local agency or school 
district will be Incurred because thb act creates a new crime or 
Infi^ction. changes the definition of a crime or infraction, changes 
the penalty for a crime or Infraction, or eliminates a crime or 
Infraction. 

(b) No reimbursement shall be made from the State Mandates 
Claims Fund pursuant to Part 7 (commencing with Section 17S00) 
of Division 4 of Title 2 of the Goverruna.t Code for coats mandated 
by the state purMant to thb act. It b recognized, however, that a \oca\ 
agency or school district may pursue k^,/ remedies to obtain 
reimbursement avaiUble to it under Part 7 (commencing with 
Section 17300) and any other provisions of law. 

SEC a Notwithstanding Section 2231.5 of the Rovenue and 
Taxation Code, thb act does not contain a repeater, as required by 
that section: therefore, the provisions of thb act shall remain in effect 
unless and until they are amended or repealed by a Uter enacted act. 

SEC 4. Tlib act b an urgency statute necessary for the 
Immediate preservation of the public peace, health, or safety ivithin 
the meaning of Article IV of the Constitution and shall go into 
immedbte effect. The facti constituting the necessity arc 

In order to protect the confklentiality of persons undergoing a 
blood test for the detection of anitbodies to acquired Immune 
deficiency syndrome, and to encourage individuab who are stricken 
with the dbease to undergo treatment which would ulttmstely 
benefit the health and welfare of all citizens of the State of CalifornU. 
it b necessary that thb act take immediate effect. 
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Tht Informitlon and r tcorrm«ndat i ons containtd in this documtnt 
wtrt dtvtloptd and compUtd by a sptcial task forct of tht 
Otpartmtnt of Public HtiJth, City and County of San Francisco, 
wh ch includtd rtprtstntetl v«s of tht Otpartmtnt of Ptdiatrlcs. 
Unlvtrslty of California, San ^ffanclsco? tht Can Francisco Unifitd 
school Olstrlctj and tht Otpartmtnt of Public Htalth* 

Thts« rtcoiTrntndations apply to all prt-school and school-agtd 
cnlldrtn inftcttdwith human T- I ymphotropi c virus-typt 

ll/lymphadtnopathy-assoclattd virus (HTLV- I I I/LAV) . Thtse 
Includt chlldrtn with Ctnttrs for Oist9st Control (COC)-dtfintd 
AiOS, chlldrtn with Itsstr clinical mani f tstations of HTLV-III/LAV 
■ Inftction such as Al DS-r t lattd compltx (ARC), and chlldrtn with 
asymptomatic HTLV- I I I/LAV Inftction. tni.«r«nwnn 

BACKGROUNO 

Tht Inftction of chlldrtn with HTLV- I I I/LAV has betn wtll 
tstabllshtd (1). Unlikt adult HTLV-III/LAV inftction whtrt tht 
pr mary modt of virus transmission is through stxual contact, the 
primary modts of transmission In chlldh&od HTLV-II I/LAV inftction 
art ptrlnatal (2-1i; and partnttral M2-13). Infants and children 
inftcttdwith HTLV-lll/LAV demonstrate a full rangt of host 
rtsponsts, f.rom asymptomatic Inftction to frank cMnlc^t AlOS. It 
Is not, howtvtr, known what proportion of Inftcted children will 
IT?:!^ S'.'C^^'' diseajse nor what the long-term natural history of 
Childhood HTLV-lll/t^ infection is. As of February 3, 1986, 242 
cases of pediatric AIDS, have been reported to the COC (14). One 
hundred eighty-three i7S percent) of these chl Idren were born to 
mothers who either had AlOS^or were at increased risk for AlOS. 
An addit onal 45 (19 percent) children were infected through 
transfusions of blood or blood products, and 14 (6 percent) had 
w?^kTi;''im^'aS^ Infection. Thus, 76 of cases had been Infected 
with HTLV-lll/LAV perinatally and 19 percent parenteral I y. 

Perinatal ly Infected Infants who develop AlOS first develop 
symptoms at a median age of four months and approximately one half 

hi.J^Sj; mI'"*^ V'!.^* ^•'^"o***^ « having AlOS by their first 
birthday (1), Only five percent of perinatally infected Infants 
aro diagnosed at five years of age or older. Typical prodomal 
systems nclude failure to thrive, recurrent or persistent thrush, 
cnronic intestltial pneumonitis hepataspl enomega I y , chronic or 
recurrent diarrhea, I ymphadenopathy , and severe recurrent 

A '"f^ " '•P'*'' '""^ meningitis. When frank 

clinical AlOS develops In these patients the most conrron diagnosis 
l« eQ4y©2S12li£«Saiinii pneumonia (62 percent), and the second 
most common Is an other opportunistic infection without Kaposi'^ 
sarcoma or EDtyrpocxsiiS^Saiinii pneumonia (33 percent) (i). 
SImilarlly, children infected parenterally through infected blood 
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transfusions prtstnt with symptoms of AIDS at a mtdlan agt of ont 
yt&ri Thtir ctlnicai symptoms and courst art vtry similar to 
childrtn ptrinataiiy Inftcttd with HTLV- I I I/LAV. Chiidrtm 
primari ly ^htmophi i iacsi partntftraliy inftcttd through transfusion 
of inftcttd biood productSi howtvtri. prtsent In tht stcond dtcadt 
of lift with a mtdlan agt of fourtttn ytarsi Thtir symptoms ttnd 
to mort clostly mirror thost of adult AIDS patitnts (I). 

HlkYiiii^kAy-Iiinfa)i5il2Df-iD«ii2Ufi!>2id5 

Nont of tht idtntifitd casts of HTLV-III/LAV infection m the 
United States are Icnown to have been transmitted In schools day 
caret or foster care settingst or through other casual 
person-to-person contact i'tZ)* Other than sexual partners of 
i^TLV- 1 1 I/LAV -> Infected patients and infants born to infected 
mothersi none of the family members of the over I61OOO AIDS 
patients reported to CDC have developed AlOSi Five studies of 
family members of patients with i^TLV- 1 I I/LAV infection have failed 
to demonstrate i^TLV- 1 I i/LAV transmission to adults who are not 
sexual contacts of the infected patients or to children who have 
not already been infected perinatal ly (16*20)'f i^oweveft If casual 
person»to-person transmission of HTLV'MI/LAV Infection does 
existi it should theoretically be greatest among young children! 
This theoretical transmission would most liicrty involve exposure 
of open slcln lesions or mucous membrr.n^s to blood .and possibly 
other body fluids of an 1 nf ected ,ptrson. We emphasize that* there 
is no evidence of this type of transmission occurri.ng In any 
setting at this time. 

The following legal issues jire salient to these guidelines 
the civil rights aspects of'public school attendance! the 
protection of handicapped children under 20 UiS.C. 1401 H 
and 29 U.S.C. 794t confidentiality of a student school record 
under 20 U.S.C. 1232 gi and the confidentiality cf , ant i -HTLV- I I I 
antibody ttst results under California (health and Safety Code 
199. 21| and the protection of AlOS patients against discrimination 
under the San Francisco AlOS Ant i -0 1 scr imi nat 1 on Ordinance. 

The diagnoses of AlOS or AlOS-assoc lated illnesses evolce much fear 
from others in contact with the patient and may evolce suspicion of 
lifestyles that may not be acceptable to some persons. Parents of 
HTLV-i I l/LAV-inf ected children should be aware of potential for 
isolation should the child's condition become tcnown to others in 
the educational setting. School and social service personnel and 
others Involved In educating tnese children should be sensitive to 
the need for conf 1 dent !'4 1 1 ty and the right to privacy in these 
cases. 




ERIC 



45 



On August 30i 1989i CDC publishtd guidtlints for tht tducitlon of 
fofttr cart of chlldrtn Inftcttdwith HTLV-III/LAV (15) 
(AttBchmtnt A)* Tht basic guldtlints which apply to prt-school 
and school-agtd childrtn are numbtrs 1 »2|3|4|5|6|7»9, 10 s.'d II4 

RECOKt^ENDATIONS 

Btcaust of tnormous public conctrn wt rtcorrmtnd that tht San 
Francisco Unlfitd School District continut Its tfforts to tducatt 
' partntst studtnts* and school ptrsonnti about AIDS* HTLV-III/LAV 
inftction* HTLV-III/LAV transmission* and tht social Implications 
of AIDS and HTLV-III/LAV inftction. Esptcial ly important is tht 
propostd addition of a module on AIDS-^nd HTLV MI/LAV in tht 
family lift tducation curriculum* 

Thtrt is no known rtason for ttsting school ptrsonnti undtr any 
circumstanct whatsotvtr* Wt rtcorrmtnd that school ptrsonnti not 
bt scrttntd for HTLV-III/LAV Inftction. 

At tht prtstnt timt thtrt art vtry i%w, rf anyi prt-school and 
school -agtd childrtn inftct«d with HTLV-III/LAV in San Franciscoi 
BQcaust of tht inttfi^ publicity surrounding tht tnrollmtnt of 
AIDS patitnts in publ>c^ schoo I s and incidtnts of brtachts of 
conf idtnt iai i ty and frank dj scr imi nat 1 on* partnts of Inftcttd 
childrtn art undoubttdly rtluctant to rtvtal thtir child's 
inftction. HowtYtr* in ordtr to prottct an HTLV- I I I/LAV- 1 nf tcttd 
child from inftcticns In tht classroom and to promptly notify tht 
child's mtdlcal pruvidtr whtn txposurts to pottntlally 
1 Ift-thrtattning corrmun t cab 1 1 dlstasts occur* it is to tht child's 
advantagt if somtont in tht school Is awart that tht child Is 
, invnunosupprtsstd. In ordtr to tncouragt such disclosurtSi a 
climate of acctptanct* conf i dtnt i a t i ty * and rtsptct nttds to be 
crtated through education! 

»• &II.Cars.and.Prs2S5;l222l* Until mort is known about tht 
ris!: of HTLV- lll/LAV- 1 nf tcted children acquiring potentially 
harmful infections in day care and pre-school settings* we 
recoitmend i.itt HTLV- I U/LAV- i nf ected infants and younger 
pre-schoo I -aoed children under three years of age attend 
routine day care. We recomnend that these children be educated 
and cared for In r^strictod settings* i.e.* individually* with 
oti>4r HTLV-r I l/LAV-lfifectfd children* or with siblings. In these 
tr'«tttnQs* we recommend that a single provider knew of their 
irifection and follow CDC ^utdellnes 4 and 5i Because the risk of 
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ftcal*oral trinsmission of distasts diminishts grtitly afttr 
toMtt training, tht btntflts of an unrtstrlcttd prt-school 
sttting in which all atttndtts art.tolitt tralntd outwtigh tht 
risks of an Inftcttd child acquiriog pottntlally harmful 
Inftctions and th^ appartnt nontxistant risk of HTLV-III/LAV 
transmission. Wt rtcorrmtnd thit, in gtntral, inftctod 
prt-school -agtd childrtn thrtt ytars old and oldtr with 
asyrpptomatlc Infection or mild clinical distast can atttnd 
prt-school as long as all childrtn In tht school art toiltt 
tralntd* Howtvtr, btcaust circumstances vary from prt-school to 
prfSChOvNl, wt also rtconmtnd that tho cast of tach child bt 
considrtd individually by a small subgroup of this conmitttt with 
appropr)at> input from tht pr«-school to bt atttndtdi 

b* gliminiaii an^^s^yniai^lDd-SiQiSI-yiSb-SsdaaiE* When a 
child Is known to bt Inftcttd with HTLV- 1 I !/LAV, his or htr 
mtdlcal history will bt rtvitwtd by a Joint corrmltttt of tht 
Otpartmtnt Public Htalth and tht San Francisco Unlfitd School 
District and an appropriatt class plactmtnt will bt rtcohmtndtd to 
tht Suptr Inttndtnt of tht San Francisco Unlfitd School District. 
Tht final dtclsions Involvfng htalth matttTS will rtst with tht 
Dirtctor of Htalth. Thtst rtcommtndat I ons will bt rtvitwtd 
annually or mort ofttn If rtqutsttd by tht child's principal or 
family. 

Wt rtconvntnd that tht Suptr 1 nttndtnt or his dtsigntt bt informed 
that an HTLV- 1 1 I /LAV- I nf tcttd child Is to bt placed In thtir 
schools if tht chlM Is, in tht opinion of tht committtt, 
clinically inmjnosupp>tsstd. As a rtsult of his or htr 
irmxjnosupprtssion, this'chijd will bt txtmpttd from rtquirtd 
vaccinations with mtas I ti;-mumps-rube 1 1 a vaccint and wi I 1 nttd to 
bt txcludtd from school should txposurts to mtaslts, mumps, 
rubella, or varictlla occur. Mortovtr, tht Superintendent or his 
designee should be Informed of the potential severity of the 
child's Inmjnosuppresslon and be instructed to notify the child's 
parent or guardian or the child's medical provider should such 
exposures occur. 

We recornnend that the precautions outlined by CDC and other 
infection control guldel ine^ available through the California 
Department of Education be adopted by the San Francisco Unified 
School District. We recommend that school personnel be trained in 
uniform procedure, for handling blood and body secretions and that 
these procedures be observed for cleaning and disinfection of 
blood and body secretions in the schools. These procedures will 
also provide protection against other communicable diseases. 
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CONCLUSIONS 

Wt tmphisizt ';:hit th«st irt inttrim guldtl ints which will nttd to 
bt rtvltwtd IS mort Informttlon btcomts availabl* on tht natural 
history of HTLV-III/LAV inftctlon in chlldhoodi housthold 
transmission! saftty of ilvt vTfus vacclntSi and txposurt of 
HTLV-II I/LAV inftcttd childrtn to common communicabit distasts* 
Additionally! is vaccint and dtfinitivt antiviral thtrapy btcoma 
avail^bl*! furthtr rtvltwwill btwarranttd* Finally! it should 
ba claarly stattd that all avidtnca indicatts that thtrt is no 
risk for casual transmission of HTLV-III/LAV and that vht primary 
Inttnt uf thcsa guidtllnts is to assurt appropriatt mtdical cart 
for HTLV-lll/LAV-inf^cttd pra-school and school -a^td childrtn. 
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Current Trends 

Educatfon and Fostar Cart of QiUdran hfa^cikd 
with Human T-Lrmphotroplc Vlrui Typt III/ 
Lynnphadtnopathy-Assoclalad VIrut 

Th€ informttkM tnd rt<omm«ndiiioA« conUM«d in thi» dbcum«n( wcr« tftviloP*d »«d 
compa»d br COC in conujtw^ wrth incffvKWt •ppo;nt«d by tMir ors«r^it«nt to n prtttnt 
th« CoAftf tnce of Sitit •od T*mlorUI CpK5tm«(0QHu. ih« A<tocUt«n of Suit snd Ttmto- 
H«l H«»nn Off<»fi, xt^€ N«tW At»ootf «n e( Covniy K«»fth Of (rftfi, the w of V . w- 

tor IWnuwvy Schoct PrJ«clp«Ji, ih« N«lk>nal A«»ocittioo of Suit School Nutm ContUunU. 
th« Ntliofui CoAfittu of Ptrtnu t<4 T$c>mt. (Ad th« ChSdrtn't Aid Soc^tty Th« cOAMff 
•ou *ho «kXkM IM moitHf of • ehJd with »cq«!r»d •wnunodtficiwcy trf>drom« (AOS) » 
l«9»fMiv«ortosiUit •<*wc4Uortdn>«<viwn.»rtdM*tnJp«fatfWwwhor<4««^ 
fitW of ptdatric AOS. Thit Cwntfit h nu<J« tv»3«bl« u« •t»i<t fUt« tnd ld<«l h««nh •«! 
tdwc«bon d«t>«rir\fnu « ikvtlopiAg p*Md«Wt for thw pw;;cUv sjitaitont *nd locjt^on*. 

Th«»o ritonim«v34tiy.* tpply to M chadftn Iwwn to bo W« 
IrotX w« tYP« ■tymO'Udtnojwihy.w WtotttJ vinrt KriV.«/LN/1. ThJi kdud«« chSdmi 
AOS M 6tiwy«4 for r^poctmg purpoMt fftbk 1l; chSdrtn who oro do^noM^l by th«.r 
phy»<an» M h««n8 •« ifc/f to W»ct««wrthKnv.«Wb«i«hodoiiot/nHtth« 
C»M d«fMtion: *nd cMdrtn who ort Mymptomitic b«l h»v« vwoloo< or »«folCQ< vviltnct 
of MKlion wkh KTLV.B'UV Thw* rtcomm«nd«tm do ftot oppty to tiaLnQt of hxttcXmS 
chad/«n wnltti th«y aro tbo in(«ci*d. 
lACXiiROUNO 

-J?* '^T 20. 1985. 183 a lh« 12.599 rwxud citti ^ 

AOS « «h4 Ufidtd StMM w«rt r -s>ng eWdf tn undtr 1 1 y,K» of ^t. Thb numb«r b t.pc«t. 
•d to dou6<« th« n«,t y««<. CnJdf« wrth AOS K«y« bttn rvpodtd from 13 ttiiti. tht 0.»- 
•r<t of Columba. ^ Pucno R<o. wnh 75> rttiOn^ in N#w YorK C*filorm». f ky«J«. »nd 
M«wJ<rMy. 

' '^'•^ th, moit form of KTIV- 

UAJH/ «f»ci«a l«, ihoM chaditn who d«**Iop oPPortu^tic lnl#cl*nt or nu5a-«Ao«, 
rr.bto 1 J. A* Jn »dUti r«th KTLV.«/LV W»Ct*a mwy W«t^ chadn-, m« uZ7nSa^ ». 
h«ii or iToy bo ttyn^ptomtiic. 

l.s»t s. Among Vx^Ui,MthuHttoh, t^tiO^^ h lorm->o Bv<t»fc»«. for m« tduc*. 
•"^J fottor cKt of KTlV.«/U»/.Wtcttd chadtort *rt ih« e«a ngh» nptcu of pubfic 



O.X. Olf AUTMf MT OF MCALTM AKO MMAH Sf ItVlCtS / AJ8UC Hf ALVH JinviCI 



ERLC 



54 



50 



CM*v«ttt«»ct •< cttiMiM 



Mp«fM nwtropM hin«tiO« ••nofmiUli »^ 

2 f«e9fl<*^ »»»««*^«»«*^ •«»*«'*»^ 

If m»ii y>yCT. » tx»f*»umn [ 

Uhool »tn«d«nct. pcouc*ten» for hwxficjppfd ehildrtn u«dw 20 U S C. 140t it »«q. 
•Ad 29 use confidcrttiaty of a ttudtflt** Khod record uodtr ttatt and 

vndtf20USC i232b and amptoret figM.lo-4iv> «uiu1m for p«blk tmploytt* in mStm 
suttt 

C«nfWMtIaUty tttuot. Tr<.^;;aQft0«i» H AOS or aswciattd ak>tu«s tvoiw mod* \w 
<tomott»tnb>coof»«wkr»thtp«t*mindmntvoli suspicion o< «i ttyVw that mar not b« 
acc«pt»t>l« to som€ pmont. Hraru o< HTlV.BA>V«iof»clad cNSdrtn should be twa^-a oi 
the potential for social 'eolation %heM the chad's eondtt^ btcoiTte Imown to othars in the 
care or educationAl Mtt»»g 'School. dSfcare. end scdal service personnel and others *t»olved 
in educatmo and c*«^ tor these ehSdren should te sensHnre to the need for con(*jentialitY 
and the fight to pnvecr** these eeies. ^ - 

ASStSSMCNt or RISKS 

Msk rectors .for Ac***'*"» MTtV.nWJV hftelioo end Trensmisston. In aduhs end ado-, 
lescems. MLTV-BT-W * transmhltd primaray through stkual conuct Chon>os3»uaJ or hwtero- 
seiMsO and tlwow^h pafemtral etpoture to infected btood or blood products HTtV.aiAV 
hat been isolated from btoo4. semea sabva. »nd tears but tr«n»n>i»uon has not been docu- 
mented from sainra and tears^^dults at *Mcrtased m* for acouinno HJIW^IM/ «KKida 
homoseiual'biseaual n>en. intrevenbus^drug abusers, persons transfused with contaminated 
b<ood or btood products, and setual* contacw of persons with HTlV'ttlW Wection or «i 
groups at incMated ruk for infection. 

The mafontv of etfected children acQuira the virus from their Mfected mothers «i the 
pennatsi period 19^4). In uttro or intrapartum transmission 9nt a»#y. and one chJd reported 
from AustrtSa apperenay acquired the v*us postnaialy. po«s*bly from ingestion of breast 
mA 15 } ChSdren may eHo become infected through transfusion of Wood or blood products 
that contai* the vitmS Seventy percent of the pedatnc cases reported to COC occuned 
a/Aong chJdren whose pfem hed AOS or was e mtmbcj a: a group at increased nftk of ac- 
qgrfiAg HTLV<IIXJO/ etiection. 20*i of the cases occurred ^^.^cng children who had received 
btood or btood products, and for lO^.. invtstigitions arc mcomple.d 
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M7L V'tit LAV^ Cantfftuta 'T 

Milk TraA«miiii«(t in th« Uh9o\. D«vC»tt tf Po«ttfC«fff $#tlM»9 Nonf of 
<cntit»rC Uttt Ol HTIV^ IM nftCtiOA m IM Unii^d $utt» ««t known to h«vt been UJin- 
fn*tit« « tct>oel. ^vCKt. Of fott«f>€Kt Mtbng or ttuouflh ofh«f c<ml pttson* 
to*p«r>on com*ct ©«»•• ih*n IM utiut pvtnm of HTlV^ U^Mnftcted p»iitm* tno «• 
1tnt% torn to «i<ietto nwt»*if». noftt of th« f tmSy m*mbm of »ht ow 1 2.0C0 AOS P«titntt 
rtf>ortt<J to COC h*»« t«po«ittf to h««« ADS S** stud««s ol f*iiWy m«mb«n of Wiwt* 
with HTIV^ 1/1/ nf*ctiOA ho»« f«Jtd to d«mon«u«t« HTlV^X/y trtnimrtMn to Muht 
who wtrt not Miual comseu of tht Wtcttd p«;«fltt or to oktt chM^tn who wtrc not Bkt^y 
•t nsl from ponn»t«( tr«ntm«stion t6»tth ~ * 

Ufttd.on euTTtnt «vid«nct. e«lu»l per»on.tO'P*fion contact •% wowW occur omong 
SChootcNKjrtn tOMtrt to pOM no ntk Kowtvtr. ttvdiM of tht o»* of tf*njmi$»ion through 
contact bcTwttn rouogrr chiUrtn wt nturolofioir htnAcjppwJ chMrtn who tecfc con»o( 
of tht# body Mentions vtry imit»d 0«Md on f tpcncnct with othar comrwjn<«bk df». 
t«Mft. f moorttical pottntKl for trsnsmr$s«on nouJd bt QrtJtwt »mong thnt eh4df»n h 
thowb be tmph«»;jtd th*t Mpr thtorttiCAl u»n»ma»ion wowld moit Kktfy mvo»vc ttpoturt 
of op«n ikwi tosions or mucows mtmaf*n« to b<ood »nd potiib^v o(h*r body fluid* of an tfv 
ftct*dp«rscn. 

Ntfcs to th» CWld with HTLV-nVLW Infection. HTW-Wi/ «ftction mty rtwjft in irm 
munodtfocncr Such chJWrtn may h«vt • grtjttr n»k of tncounttring tfiftetioul »gtnts n • 
school Of d«ye»rf Mtt*>9 thM •t homo Fotttr homes with muttipit chdd/«n m*y tlso in. 
cftut th« nsk In add4t«a yovogtr chSdrtn »nd newrolog<«By htndlesppvd ch3dr«f) who 
m«y d^pUy b«h*wor» stjch os mouthing of toys would b« tspecttd to b« At grtatir nsk for 
•wiring Mtcttons. ImmwnoJtprtssed ctuWrM art olso tt graattr risk ol sufftring ttvtr* 
compCcationft from svch inf tcticrv M chickonpot, crlom«g«lovt^ 
piti. ond m««Ktes AiMtsmtneof thtri(fctothtimmMnod#prtu«fchadisbtstmadtbytht 
chJd* t physiciM who it »wt9 of tfw ehiWi immgnc itttu*. Th« risk ol acquHng somt nftc* 
bOftt.s«ich •tchicUnpo«,maybtfed»5tdbypromptus«ofsptCjr«fcnmunoglobufcifo«ow. 
ing • known ttposurs. 
RICOMMCNOATIONS 

1. DtciSiont rtgardine thSf typt'of oducational ond CKt tttt*^ for HTlV-atA/^Mtctad 
- chSdrtn should b« basod oo tht behavior, ncimiogtc dmopmtnt. and p^tyscal con- 
dition of lh« chdd and th« ttptctrd type of inttactwn with others in that setting 
These dccts«ns art best madt using the teem approach irvMng the cN^'s phys^ 
oen, publtc htalth p«rsonn«l tht chJd*s patent or gutrdUn. and personnel sisociattd 
with the proposed cMr or educational sttt«g. m tech cast, risks and bcntfits to both 
infect td child and toothers m the stttjng should be wttghed. 
a. For most inftcttd school*agtd eh»ldr«n. the ben«fiis of an unrestricted ittiing would 
outweigh the risks of theV acquirir^ pottntit?y hamtful nfcetions in the itttmg and 
the appertm nonetistcm risk of ttantm;»*on of KTlV^1>e/ These children should 
be slowed to attend school and af ter-schoot daycare and to be placed ei a foster 
home in an unrestricted setting 
3. for the infected preschool-aged chad and for somt ntvologicaey htndicappjKl chJ. 
dren who lack conlrsi of their body s.tcf etion* or who dispUy behavior. »«ch «t biting, 
and those chSdrtn who have ooco»«a:>i«. ooxing lesions, a more restricted environ^ 
n»tr< is advisable ynta more is known about tram.i%tssioo« these settings Children in. 
feeted with HTLV-StXAV should be cared for and educated in se(t«^s that minonoe 
eipOMjre of other children to Wood or body fluids. 
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HTL V'lt: LAV~ Cot^ttnufa ^ - -I 

4 C**t *»»oH^ ttpotwi to tht lAftcttd cMd'a body e«d tic»*m«nT. mca •» 

««yoWtftg HllV^UV-ifrfKtttf ptr$©n «ood h«ftd«iih«g •lUi tipowre to 
tioetf tACt Mr tnd btfor* unng fe« •notfitt cfMW tNowitf tt obitryttf. ond 
«fev«««IVMUb««vemiloptnltSiOftt«rtprtstmonth«ucimtT'»h«fids Aityoptn 
o*» !»»« •»'tct»d ptf»on »hdwM •*» ts cowtd. 

5 Nc*rttot^«<«ciiOn»iitdds!i00toKTlV-maA^c»«btprwni«Woodofbody 
fluids. SI scnocU ind 64fCBf UcSUts. f»9»»*»»» whtJh«f chMrtn •rth HTIV^ 
UV M*teiK>« *tt a!tt«*«9. sJwt'W tdopt lOwtirtt proctdwfts lof h^mjaofl btood o» 
body ffcMds s«rf«ew »J««id bt pfomptfy cScintd wfth drs-iUcttott. tvch ts 
ho«»t»K»id t»«*ch waut»d : Pin b'€»<h to 10 pans wwert. 0«pos»b»« tow«<s o« 
tasucs should M usid wMritwf pcssWe. ood mops ihou«d bt nnstd in tht 6*nl«ct- 
«M Tho8« who Kt cItswtQ should tvoid txposurt ol optn skin itsions 0» mucous 
mtmb#»nts to IM blood or body fJuids 

6 Tht hya*t«< pfsctiets of ehSditn w>th HTIV-MUW MtcMn may Jmprovt as tht 
chJd maturts AMamalivtly. tht hyflWc praeticts may dtttnoratt H tht chad's coft- 
ditKjn wcfstfts IvaJualion to tsstss tho nttd lor • rtilngud •r.^neansnt should bt 
p«rfort7>td r«9ulai1y. 

7 Physicians canng lor chSdrtn bom to mothtfS with AlOS oc at incrtastd h*k 0* ac- 
QUtfr^ HTlV-aW Mltct«n shooW considtf WX'TQ tht chSdrtn lc« tv^dancs ©« 
HTlV-taX>i/ Mtction lor mtdicfl ftascns For trvRpk. vaec^rjtiOA ol inltcted 
chiWitn with Wt v*us vKcinrs. t^ch as tht mtaslts.mumps.fvb«ia vaccina 9M*n. 
may bo hazardous Thcst chfldrtn filso nttd to bt lo«owtd destfy (or protltms wrth 
growth and dt*tlopm«« 9f»tfl pfornpt «»»d »«rtssi« thtrapy lor Wfet»ona a^ 
ttpoawrt to po:r»iia»r tethal fctltctiorts. iuch as varicala. h tht 9nnt "that an tntmrsi 
og«nt or othtf thtr»py lor HTLV-HTJV mtttHon btconm ava2ablt. thtsa eh*3r«n 
should bt coAMJtrtd for swch thtrapy Knowltdfit thai a cMd la inlactad wa tiow 
partnts awfothtf carttaitrs to takt prtcaut^na whtn tspostd to tht Wood and 

bodyOui^o't'vc^- 

8 -Adoption ahd lost«t-c?rt ngtncits thouW consSdtr add^g HTLV^T^ scrttni»Q so 
iMJr reuw»t mtd^ tvaluai^ of chasrtn at incrtastd ctsV ol ittfactk«btfw 
mwit in tht lesttt or adoptivt homa. Srfica thtsa paraNs must maktdtcis«fts rtgard- 
ins tht mttfcslcsft ol tht chad and m«st cons^Sti tht possStlt social and psycholog- 
ical tllaets on l^ttr lamSts. 

9, Mandatory scfttmng ^s a condrtrto lor school tniry h not waffanttd bastd on availa- 
Wt otl*. 

10 Ptfsoos invo*vtd irtiht cx*« and tducatjon ol Wnv.mi/V^ltcttd chSdrtn should 
rffsp«ct th« ch*rs fiBht to pnvacyi •*c*od«Q maintaining conTidtntUt rtcords Tht 
numbtf ol ptisonnti who art awart'of th« child's condition should bt kept at a mW- 
mum nttdtd to assurt proptr cart ol tht chdd and to dtttct sHusticns whtr« tht 
potential lor uansmfss^n may incrtasa !t bittding infury). 

1 1 AS edwcaMAsI and pubfic htalth dtpartnnftts. rvgardltss ol whethtr HTLV-m: 
LAs/-«nlecttd chrfdrtn art inwjivrd. act suonghr tnco»Kagtd to inlorm partnti. ch»- 
dttn and tducators ftg«»drf»g HTLV-RlA/ and it* usnsnwsion SKh tducation 
would grtaUy assist tMorts to provkSt tho best car* and tdueal«n lor *tftf«cttd chSdrtn 
whi)« mtfiinMipg tht nsk ol Uansmfvuon to othtrs. 
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f«iif« M(i««iJMt«1>»< 310 71.11 

<» C» <# H >* Ai^»tJ«<rfp»t JAMA 11l4.2>? $3f>44 

4 Ctt»it J MmcfWA C**0«* Jl^ ft H mmrM tf«ftat<«CT lirn«r*mt M CMerr* JAJgiA19S3. 
7*9 234S>f 

i J9. C*iO€* OA J«MMn KG. C«ld J PettfwUI 99nvn>lKtt tl AOS-lu«c>ttl4 rtirO«tfwS 

lromm8tf««f1«tft(4n( Unctt If tS.P 
• COC Vr ^ *Mt h 04«i9 

7 IC««(«n JC OittM JM. C*ttM9 JP. tt «l C*«d«ACt K*'**^ |r9fivTvsfj«A of MTlV>Kt/V m UfftJbM 

I ;tiMiIO Zxi K. Ayotf >4« A Comflil«^«C4bifctrOf AX3SM«feSt«f CKtMn-A9 ^n^T<on«lCeAfcc 
•«<t OA A<ev»*d imniino4tt<i«ncYSvn«rcm« UUOS). Aa«n(«. CexQt*, ApN 1||S 

9«nttal tuwt CtWIdrtn whOM motb«r« !«•«« AOS mntS cMdrM vf ri«»l1hT «^ Crtv 

fne(A«rs m Ye«\ ini*m«tional CoA(«ff(Kt OA Acaw^ lmmwModtf<i««Kr $T*^ o m< UJOSt. 

A K»AU. C«or9>a. A#N 1 S 1 5. 
to r«KM MA. 0<ii«>Mn C Scon C Kbntt N. rtttshor M. Paru W Cv»1mma qI riouMltotd cem«cts 

e* tOsjn pttmnu wkS ftcowd mm^otfcfieitncv iT^drome iTKfmf uon4l Coftftrtnct on Ac* 

9\0ttc »rwiKnodtf«encv Sr(«dromt UUOSI. AMaU. C«crs>«. Apr< 1985 
1 1 ft-CUrnS CH. S«nim«n B^t Itogtn M . tl *l Uci Of howMhOid Utwrauon 01 MnV*B WtCt^n 

CiSCoAftrtAet. Au«Mt« C«Of9a.ApHl98S 
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RESOLUTIOM ACCEPTlMS THE REPORT OH THE COMTROt Or PERINATAUY TRANS^'PTEO 

HTLV-III/LAV ASSOCIATED VIRUS INPECTION AND CARE OF IMFEC^O HOTMERS. IMrAN'S 

AND ME-SCHOOt A8E0 CHItOREM APIO A00PTIM6 THE RECOHHENOATIONS AS OFFICIAL 
•UIOELIHES FOR THE OEPARTHENT OF PUBLIC HEALTH. 



NhtrtiS, Iht Stpirtatnt of Public Htilth his issutd i rtport «hich ccnttir^s 
inforaition and rtcOiitndilioni on ptriniUI HTLV-III/LAV inftclio« «nd 
ptdiatric AIDS which «trt dtvtloptd and coipiltd by i Ink forct of the 
Dtpirtitni of Public Htilth: and 

KhtrtiS* Iht task forct includtd rtprtstntitivts of tht dcpcrtatnts of 
obstttrics and gyntcology, atdicint and ptdiatrici, and tht AIOS Activitits 
Unit, San Francisco Btntral Hospital, Univtrsity of California, tht S«n 
Francisco Rtdical Socitty; th« Aatfican Acadtay of Ptdiatricst tht San 
Francisco Syntcologic Sccitty, and tht Otpartatnt of Social Strvicts, tht City 
Attornty*s Offict, and tht Juv«niU Court of San Francisco; and 

Nhtrtas, tht rtport contains rtcoaatndations on risk reduction tducation, 
laboratory ttsting proctdurts; pre-conctption rtcoactndat »ons; idtntif icatio** 
of inftcttd Moatn; cart of inftr.ttd «oatn and intravtnoui\ drug using aothtrs: 
and also contains rtcoaatndations on tht idtntif ication of axpostd infants anC 
tht cart of expostd and inftcttd infants and childrtn tihsch «ill prottct and 
prMOtt public htalth; and 

Nhtrtas, »ht aeabtrs of tht Htalth Coaaission support tht rtcoaatndations aadt 

in tht rtport; nan thtrsfort bt It 

RtsQlvtd; Jhat tht. Htalth Coaaission acctpts tKt rtport on policits rtgarding 
tht control of tht ptrinatally transaitttd HTLV-III/LAV inftction and tht care 
of inftcttd aothtrs, infants and prt-school agtd childrtn, and adopts the 
rtcoaatndations contained thtrtin as guidtlints for tht Oepartaent of public 
Htalth. 



59 



ERIC 



55 
Draft 

Guid«lin«s for the Control of 
Human Inmunodtf i c i «ncy Virus Infection 
in Adolescents 



Adolescent A 
Perinatal and Pediatric 
Department of 

City and County 

November 



OS Task Force 

AIDS Advisory Corrmtttee 

Publ ic Health 

of San Francisco 

^Qf 1386 



60 



56 



Tht information and r tcomntndat i ons containtd in this rtport 
wtrt dtvtloptd and compiltd by tht Adoltsctnt AIDS Task Forct» a 
task forct of tht Ptrinatal and Ptdiatric AIDS Advisory Corrvnittee 
of the Otpartmtnt of Public Htalthi City and County of San 
Francisco* It mciudtd r tpr tstntat i vts from tht Adoltsctnt 
Mtdicint Divisions of tht Otpartmtnts of Ptdiatics of San 
Francisco Gtntral Hospital and tht Univtrsity of Californiai San 
Francisco; tht Bureau of Family Healths the Bureau of Corrmun i cab I e 
Disease Controls and Corrmunity Substance Abuse Services^ San 
Francisco Department of Public Health; the Medical and Juvenile 
Justice Staff of Youth Guidance Center^ San Francisco's juvenile 
detention facility; community agencies se/ving sexual minority and 
homeless adolescents; the San Francisco. AIDS Foundation; the AIDS 
Health Pro)ect;'and tht National Center for Youth Law. These 
recommendations were developed in response to requests from 
juvenile )usticci staff and other agencies involved in residential 
placements of adolescents for guidelines for antibody testing and 
placement of youth at risk for or infected with human 
immunodeficiency virus (HIV). This includes ado I escents wi th 
Centers for Disease Control ( CDC) -def i ned acquired 
Immunodeficiency syndrome (AIDSU those with lesser clinical 
manifestations of HIV infection such as AIDS-related complex 
(ARC) r and those with asymptomatic infection. 

The r ecorrmendat i ons which follow apply to all adolescents 
known to be infected or at risk of being infected with HIV. They 





57 



art dt*jgn5d to suppltmtnt prtviously pubhshtO guidtimes for th« 
control ni ptrinatally transmitttd HIV inftction (1,2) an^i for the 
•ducation of HIV-inftcttd chitdrtn (3,4J. 

BACKGROUND 

!llV-lDl£SIi2!J-iD^ii3l«AdoJ,jtJSin;j^^gj^gr2aB» 

As of May 16, 1986» 86 casts of AIDS in ptrsons 13 to 19 
ytars old had bttn rtporttd in tht Unittd Statts. This represents 
approximattly 0.4 ptrctnt of all rtporttd AIDS cases. The median 
agt of thtst patltnts was 19 ytars ol<3» and 79 ptrctnt wtr( 17 
years old or older. Thirty-two percent were white, 42 percept 
black, and 20 ptrcent Hispanic. They were reported from 23 ' 
states, the District of Columbia, and Puerto Rico; 10 (12 percent) 
were from California. Forty-nine percent were homosexual or 
bisexual males, 27 percent had received infected blood or blood 
products, 9 percent had been infected through heterosexual 
contact, and 7 percent were heterosexual intravenous drug users 
tCDCr unpublished data). In San Francisco, as of the same date, 
there had been 4 cases of AIDS reported in adolescents. All were 
17 years old or older; two were white* one black* and one 



Hispanic. Three wQre homosexual or bisexual males, and one wis a 
hemophiliac. (San Francisco Department of Public Health* 
unpublished data) Thus, both nationally and locally adolescent 
AIDS and, by inference, all adolescent HIV infection are primarily 
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distasts of oldtr gay malt adoltsctnts and htmoph i I i acs » witi; a 
hiQhtr proportion of non-whitts than convpartd to AIDS in oldtr 
pt rsons* 

Nont of the idtntifitd cases of HIV inftction in the United 
States are known to have been transmitted in school r day care» or 
foster care settingst or through other casual person-to-person 
contact (4). Other than sexual partners of HIV-infected patients» 
infants bcrn to infected mothersr or two cases involving 
nonpar enteral transmission of HIV from a patients to person 
providing extended nursing care (3»6>t none of the family members 
of the over 2j3»O0Q AIDS patients reported to CDC have developed 
AIDS- Eleven studies of family members of patients with HIV 
infection have failed to demonstrate HIV transmission to adults 
who are not sexual contacts of the infected patients or to 
children who have not already been infected perinatally (7-i7>» 
However^ if casual person-to-person transmission of HIV infection 
does «xist» it. should theoretically be greatest among young 
children. This theor<>tical t r ansmi ssi on woul d most likely involve 
exposure of open skin lesions or mucous membranes to blood and 
possibly other body fluids of an Infected person. We emphasize 
that there no evidence of this type of transmission occurring 
in any setting. 
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Transmission of HIV in hospitals and othtr htilth cart 
stttings has bttn ♦valuattd in 5 stparatt studits involving 1,498 
htalth cart worktrs (13-23). Six hundrtd sixty-six (45%) of :hts* 
htaith cart worktrs had dirtct partnttral (nttdltstick or cut) or 
mucous mtmbrant txposurt to patitnts with AIDS or HIV inftction, 
primarily to blood. Twtnty-six wtrt found to bt stropos i t i vt whtn 
first ttsttdj all but 3 btlongtd to groups at incrtkstd risk for 
AIDS (18). Ont of thtst 3 was ttsttd alfionymously and 
tpidtmiologi c 1 nf o rmat i on was unavallablt. Of tht 2 for whom 
information was availablti both wtrt rtporttd as probablt. 
occupational ly rtlattd HIV ipftction (18)i but ntithtr had a 
prttxposusrt nor an tar I y posttxposurt strum to conclusivtly 
dtttrmint tht onstt of illntss. In additioni thtre art cast 
rtports of a nurst who stroconvtrttd following accidtntal 
partnttral txposurt to a nttdit contami nattd wi th blood from an 
AIDS patitnt (24) i of a mothtr who stroconvtrttd following 
txtensivt prolongtd mucous mtmbrant txposurt to blood from htr 
child with t ransf us i on- assoc i att d AIDS (5), and of a woman 
providing homt nursing cart who dtvtloptd AIDS fcl lowing prolongtd 
and frtqutnt ptrcutantous txposurt to an AIDS patitnt (6). On tht 
basis of thtst and othtr data^ It has bttn concUdtd that nttdit 
stick-associ attd transmission of HIV occurs txtrtmthy Infrtqutntly 
in htalth cart stttingsi cvrtainly nwch Itss so than htpatitis 8 
(2b), probably in Itss than D.3X of nttdit sticks Involving 
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stropositivt patitnts (26), »nd, th^rtfort, inftction control 
rtconimtndat ions havt ttcustd on mintmising nttdlt stick injurits 
(26,27). 

t<i2ii2g_Gui^iJ^in«^f ^r^Cor r j^tiOjQaJ^^Sjiiijngg 

Nsttonal rtcorrmtndat i ons havt not ytt btrn madt rtgarding 
prtvtntion of HIV inftction in corrtctlonal stttlngs. In a survty 
of 30 statt corrtctional dtpartmtnts and 33 largt city and county 
Jail systtms, nont of tht 8 casts of AIDS in corrtctional staff 
was rtir---' .nmatt contact (28). Th* grtat majority of AIDS 
patitftts in prisons and jails wtrt intravtnous drug ustrs. No 
casts of HIV inftction wtrt known to havt bttn acquirtd in 
dtrtntion. Elghty-thrtt ptrctnt of thtst institutions had 
educational programs for staff and inmatts, and tht largt majority 
had adopttd constrvativt approachts to ttstingwith 88% of tht 
statt and 79% of tht city and county facilitits limiting ttsting 
to diagnosis of symptomatic inmatts or ttsting at tht rtqutst of 
inmatts, or not doing any ttsting* Only 6 st»tt and 7 city and 
county institutions did routint ttsting. Thtrtfoft, in largt 
part, corrtctional institutions havt opted for timittd ttsting 
dtspitt tht fact that many deal with largt numbtrs of inmatts In 
wtll rtcogniztd high risk groups. 
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California statutes guarantt« minors tht right to obtain 
strvlcts for tht diagnosis and trtatmtnt of stxua I I y- 1 ransmi t ttd 
distasts (2S) and for tht provision of strvicts rtlattd to 
pr*,f,ancy. prtgnancy diagnosis (30), and chtm.cai dtptndency C3J) 
without partntal constnt. California law also providts minors 
with tht samt rights to conf , dtnt i a I i ty as adults s*«king such 
strvicts (32). Chapttr 1.11, Stction 199.20 ^i^^tg of tht 
California Htalth and Saftty Cod« (AB 403) rtquirts informed 
written cons--, v^fort serologic ttsting for tht prtstnct of HIV 
may bt p«rformtd or ttst rtsults ,;^ay bt disclostd. Currtnt Itgal 
Inttrprttatlon of tht abovt slatutts is that adoltsCtnts ovtr agt 
12 haxt tht samt rights to constnt and conf i dtnt 1 a I 1 1 y in tht arta 
of HIV ttsfing ^s do adults and do not rtquirt thtir p^rtnts 
constnt to be ttsttd. T'.js. adoltsctnts should not bt ttsttd 
without thtir writttn constnt; and thttr test rtsults should only 
bt disclostd bastd on thtir writttn authorization. 



RECOMMENDATIONS 



gdysj lion 



A^2l»5S2!3S«-i.n«Schoo I, Strings *c is urgtnt that schools 
providt mtaningful information about tht modts of transmission and 
tht risi/s of acquiring HIV inftction to studtnts, paVtnts and 
ttachtrs. Tht basic principUs of htalth promotion and 
corrmunicablt distast prtvtntion should bt part o^ tht K-12 
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curriculum* In additioni Fimity Lift Education should bt^in in 
tht sixth gradt at tht !attst and should inctudt units on stxual 
valuts and attitudtSi as wtll as tht prtvtntion of stxually 
transmsitttd dtstasts including HIV inftction* PtrsonntI 
rtsponsibit for ttaching thtst units should bt fully traintr* and 
ctrtifitd to bt cornptttnt in handling tht stnsitivt issuts ratstd 
by th I s 'sijb;tct area* Partnts should bt informtd of tht inclusion 
of this mattrial In tht curriculum and Invittd to rtvitw and 
corrmtnt on tht conttntSi Thty should alsot whtrt posslblt* bt 
provldtdwith tht opportunity to partlclpatt in Informational 
mettings to addrtss thtlr conctrns and answtr thtir qutstions* In 
addition to prtv(ous r tconmtndat i ons rtgardtng tducatlon <3)i wt 
rtcorrmtnd that tht Board of Education dcvtlop and instltutt 
comptttncy ttsts in tht arta of htalth tducattoni including HIV 
and othtr corrmuni cab 1 1 distastSi to guaranttt that tht material 
has bttn taught in an tfftctivt manntr* 

2t !i2^rill25-2D^-Iiy£Dl-A^2l**SiDIS» Public and privatt 
agtnctts strving thtst populations should dtvtlop tducationil 
materials and inttrvtntion strattg.ts which can be inttgrattd into 
thtir currtnt programs* Attempts should bt made to rtach homtltss 
adoltscents In artas of tht city not currtntly strvtd by txisting 
providtrs« All personnel involvtd in thtst. programs should bt 
givtn adtquatt information and training in tht prtvtntion of and 
idtnt i f i cat ion of those at risk for HIV Inftction as wtll as 
ttchiques for intervening with adoltsctnts in tht arta of stxuat 
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bthivior ind intnvcnous drug ust. Sift pricticts should b* 
tncouragtd in ill adoltsc«nts sttn rtgardltsi of stxual 
oritntition, drug usti or othtr risk indlcitors. 

3 • QyieaiiSDi-Sif V j.sSi_l2l_dilSj.2)<«d5oii$C3tni2 . Th i s gr oup 
includts adoltsctnts invotvtd m drug, alcohol, and mtntal htatth 
programar and adoltsctnts rtctivjng family planning s«rvKtSi 
stxual ly transmi'ttd disease treatmtnt, and sptcializtd strvicts 
for stxual mtnorUits. Wt rtcornntnd that tht samt rtconmtndat i ons 
madw for hc^mtltss and truant adoltsctnts (Stction 2) t>t followtd 
for this group* 

^* layiG^ic.Sssi^sniiai.saitings. out to tht sptciai 

circumstancts in thtst facHitits, wt rtcorrm^nd a comprthtnsi vt 
approach similar to that for schools, i.t., thorough tducation 

of staff in tht artas of st:(uality, stxually trinsmitttd di4tasts, 
and HIV prtvtntion Including saft stx guidtlints; gtntral 
inftction control guidtlmts; mattrials and group stssions for tht 
rtsidtntsj and tducation of partnts whtrt possiblt* 

In g«neral wt btli^)ve that ttsting for tht pr#«tnct of 
antl-HIV antibody is not ustful for adole^^ctnts and rtcorrniirnd that 
It not bt routintly advocattd or ruqulrtd. Occas i cna I | y , antibody 
ttsting may bt approprittt in tvaluitlng adoUsctnt pititnts with 
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untxplatntd idonopithy or othtr ttt^nt md symptoms of HIV 
inftction. In thtst r»r» instancts* ttsting should conducttd 
in a mtdicil sptcialty clinic sxp^ritnctd in th# diagnosis and 
trtatment of HIV inftction. In othtr instanctSr anonymous ttsting 
at aittrnativt ttst sitts may bt appropriatt as a htalth 
aducationai txp«ritnc« for ctrtain h i ghl y mot i va ttd adoltsctnts. 
In any tvtnti this ttsting must bt voluntary and should not bt 
conducttd while tht adoltsctnt is tn dtttntion. Conf i dtnt i a I I ty 
rtqvirtmtnts should bt strictly obstrvtdwith rtsptct to any 
ttsting of adoltsctnts* 



1* tl2D;Stlid«i2Slal.SjtSSl£jgi 

Ssi32SlS*, Prtviously publishtd guid<tUnts dtvtloptd by 
tht Otpartmtnt of Public Htalth for tht San Fran isco Unifitd 
School District rtcommtnd t^lat (a) widtsprtad school-bastd 
tducattonal programs bt impltmtnttd for studtntSi partntSt and 
ttachtrs; ib) thtrt bt no mandatory HIV antibody ttsting for 
school staff; (cl plactmtnt dtcisions rtgarding studtncs known to 
bt inftcttd with HIV bt rtvitwtd by a joint corwnitttt of tht 
Otpartmtnt of Public Htalth and tht San Francisco Unifitd School 
District; (d) strict co nf t dtnt i a I i t y b« maintaintd; and («) 
uniform disinftction proctdurts by adopttd (3). 

^ • £l£9i2ai2I»^ do Us^tnt^S . P r t v i ous I y pub I i shtd- gu i dt I i nts 
dtvtloptd by tht Otpartmtnt of Public Htalth rtcomnendtd that HIV 
anttibody ttsting bt conducttd on a confidtntial basts by tht 
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prtnatal cart providtr in tht first trim«3t*r only for womtn who 
art at risk of having bttn txpostd to HIV inftction (I)* 

2» 5iii^lDIiSi-.§*IIi092» Rtsidential stttings includt foster 
cart* group homes> shtlttrs for homeless adolescents* ^nd juvenile 
;ustice and mental health facilities. All adolescents entering 
residential setting should have a complete medical evaluation upon 
admissiont If the adolescent is determined to be at-risk for HIV 
infection* testing can be suggested by the medical provider 
according to general guidelines stated ibcvet We do not recommend 
mandatory testing* regardless of risk sx:;us due to the low 
incidence of se ropos i t i v i ty in this populationt 

There is no reason to require testing of staff in thes« 
settings* All residential settings need to insure that they have 
updated infection control guideline stressing uniform disinfection 
procedures for body fluid spills* All staff need to be educated 
about the techniques involved in implementing these guidelines* 

5£SSTO£D^Sli£D5-lfiI-I&Ll!}-!lDfi^n^to_be^].nf ected^w^th 

1» b!aDl5£2i^«niiai-i£ilJ.C9S* We recommend that HIV-infected 
adolescents have TpO restrictions on access to educational or other 
treatment programs except when their health provider recorrmends 
such restrictions to protect them from exposure to infection* 
Previously published guidelines for the education of children 
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inftcttdwith HIV pr&vidt for z cast r«vitw for any inftcttd 
studtnt enrol ling in th« schools 0)t 

^^fiJ.15SS2SS-i2-0li£I!Ii on • All adol«sctnts •nttring 
dtttntion should have a thorough mtdical '^valuation* A 
sp«ciat ly-designated on-sit« physician should make the 
determination as to whether the adolesj:ents can be housed in a 
routine setting or whether there needi to be a more protected 
environment. Routine isolation is not indicated. Regardless of 
the placement decisioni the right of the adolescent to 
confidentiality must be maintained. The fa<t that an adolescent is 
iiifected should not be disclosed to anyone (including other 
detained adolescent or probationary counseling or residential 
staff) except for medical staff involved in his or her direct 
care. As mentioned previously* staff should follow strict 
infection control procedures in these set t i ngs whe the r or not 
these facilities are housing HIV-infected individuals. 

Xfiyil3.iI!^Q£i3££-5£Ii^£2IiBi.E§£iiiIi£S* There is no reason 
to exclude asymptomatic HIV infected adolescents from any 
residential setting. A medical review should be done prior to 
placement to determine any special needs. Confidentiality should 
be carefully maintained. Disclosure to social seryicei iegaU or 
probation personnel should not occur unlessi as determined in the 
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mtdical rtvitwt such disclosurt is ntctssary for tht prottction of 
tht adol*sctnt or otht. . with whcm ht or she may havt contact. 
Otsclosurt to anyont othtr than tht adoltscent rredical provider 
should occur only with the written consent of the adolescent or 
court order when deemed medically necessary. Obviously 
adolescents who are clinically ill require special care* and this 
wM I have to be arranged on a case-bycase basist 

Special counseling should be available for infected 
adolescents in %l I residential settings. This should include 
psychosocial support as well as coordination of services which the 
adolescent currently needs or will need to cope with the disease. 

5SS2(IG?*D5iSi2DS-lfiI.As^m2tomaij^c_Ado]^5scsnt 
§S!}a2tifilS-W!l2S*^Antibod^_Status_is_yn 

Intensive educational efforts should be targeted <o this 
group and their service providers. As long as the incidence of 
HIV infection and clinical AIDS remains low m ;)do I escentSi there 
Should not be any restrictions on residential placements and no 
routine testing including cor rect ron;il settings. Ado I escents who 
have been counseled and request testing should be referred to 
anonymous test sites. 

CONCLUSIONS 
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Thts* irt inttrim guidtlints which will nt«d to bt r«vitw«d 
as mort information btcomts avaiiabit on tht mcidtnct and natural 
history of HIV infection in adoltsctnts* W« tmphasizt that the 
pr«valtnc« of HiV infection among adolescents m San Francisco ts 
low and that there is no evidence supporting HIV transmission 
among adolescents not involved in sexual contact with infected 
partners* not sharing neediest and not exposed to blocd or blood 
prcductSt We conclude that routine testing for HIV infection 
Should not be conducted in any group of adolescents at this time» 
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Chairman Miller. Thank you, Dr. Grossman. 

I -^m going to ask the panel if they have any questions for you. 

Congressman Dellums. 

Mr. Dellums. Yes. Doctor, you mentioned that you agree with 
me with respect to the isjue of civil rights, but you specifically 
went to certain legislation passed by the state legislature that you 
thought prohibited the capacity to assist in this area. Would you 
elaborate on that and be a little more specific? 

Dr. Grossman. If the obstetrician or the person who is dealing 
with the mother knows that the mother is HIV positive, in other 
words infected, he is prohibited from sharing that information with 
the delivery room nurses, who might be exposed. 

While I firmly believe that AIDS is not transmitted by casual 
transmission, contact in the delivery rooms is not casual. Large 
amounts of body fluids and the placenta are all infected. So, the 
delivery room personnel need to be protected. 

Furthermore, the person taking care of the baby needs to be in- 
formed that the baby is at risk because the medical management of 
the baby is different. So, maybe some legislation would be neces- 
sary, and I have discussed this with some members of the state leg- 
islature, to make adjustments in the case of prenatal AIDS. 

Mr. Dellums. Thank you, sir. 

Chairman Miller. Congresswoman Boxer? 

Mrs. Boxer. If a woman has AIDS or ARC, is it definite that the 
ch\ld would have AIDS or ARC? 

J-^r. Grossman. I am glad you asked that qu^astion. If a woman 
has AIDS, if she is HIV positive, her antibodies v/ill be transmitted 
to the baby. So, when the baby is first born, the baby is antibody 
positive. There is no way of knowing immediately at birth whether 
the baby is or is not inflicted, until we get six or eight months 
down the line. 

Approximately fifty percent, just to give you a round number, of 
these babies will be infected. 
Mrs. Boxer. Fifty percent. 
Dr. Grossman. Fifty percent. 

Mrs. Boxer. Then, do you feel we ought to move toward requir- 
ing a blood test for marriage to test for AIDS? 

Dr. Grossman. Well, I have given this quite a bit of thought. My 
own personal position is that with the current prevalence of AIDS, 
we should strongly encourage it but not yet require it. As the dis- 
ease spreads, I may change my view. 

Mrs. Boxer. Thank you. 

Chairman Miller. Congressman Stark? 

Mr. Stark. Doctor, with limited experience thus far, what can 
you project, hopefully not the worst case, but what you anticipate 
may happen in the future? What do you see for general hospitals 
in the medical care delivery system, and then children's hospitals 
in communities where we are fortunate enough to have them? 
What do you see as the impact just on financing and on the system 
in general. Do you have to build special wards? Are there going to 
be great impacts or is it just an expansion of the present system? 

Dr. Grossman. No. I think that if the predictions hold true, and I 
beheve they will, we have to think about separate systems because 



78 



74 



the impact on the present system is going to be absolutely enor- 
mous. 

Mr. Stark. Actually separate hospitals? 

Dr. Grossman. I think either separate hospitals— we use to have 
communicable disease hospitals in the past, and separate facilities, 
and not only acute facilities are needed, convalescent facilities will 
also be needed. 

San Francisco, as you probably know, has probably the most en- 
lightened system in the country, and it is the most cost-effective. 
Mr. Stark. Children's hospitals too? 

Dr. Grossman. Not yet for children. But the system for adults is 
absolutely straining. It is absolutely at its limits. 

Chairman Miller. When you talk about separate systems, are 
you talking about separate children's facilities? 

Dr. Grossman. I am now talking about adult AIDS. The impact 
of adult AIDS, as we foresee it today will be enormous because we 
have a pretty good idea of numbers. It is probably greater than the 
impact Kjt children's AIDS because the numbers are greater. The 
numbers of people alive who are now infected is, as you know, 
very, very high. We expect a large percentage of them will come 
down with the disease. 

Children's numbers will always be smaller, I think, because in- 
fected children do not live very long. So, the number of children 
who are alive is going to be smaller. There is a development that 
could occur which will affect both children and adults if successful 
drugs are found to control the virus. It is possible that we will see 
large numbers of people who will be alive who will not progress, 
but who will be neurologically affected because the virus affects 
the brain in most instances, producing a disease like Alzheimer's. 

These individuals, adults and children, will also require care, 
probably some kind of custodial care. I think the costs are going to 
be phenomenal. For children, I think the biggest problem today 
that I see is finding a place for them. It is difficult to find foster 
homes, and adoptive homes, and you may have read that one major 
hospital opened a ward for such children. That is no place for a 
child to live. There is not much emotional development going to 
occur in a hospital ward. 

So, we need to think about how we can place these children, one 
of the other speakers will address that question. 

Chairman Miller. Let me ask, is it realistic— it may be realistic 
because that is what the problem is going to require, but as you 
anticipate how you move into a system where you may need sepa- 
rate facilities, from a public policy point of view, how do you bring 
that about? 

You know that we have private hospitals and public hospitals, 
and they are all run under different systems. Is somebody going to 
designate those, are we going to commandeer them from the Feder- 
al Government, to designate those facilities or are you . . . 

Dr. Grossman. Well, I think what Congress does ab^'»t coste is 
going to make a great deal of difference. Today, in i hospital, 
San Francisco General, even though every AIDS patient is eligible 
for MediCal and Medicaid, we lose $50 on every patient because of 
the way the reimbursements are set. 
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The City of San Francisco subsidizes the extra $50. The more pa- 
tients we have, the more we lose. You know, this cannot go on. So, 
I thmk if reimbursements are adequate because the cost is high, 
the private sector may become interested. 

The sort of things we have talked about in San Francisco, and it 
IS just talk, I want to emphasize that, no decisions have yet been 
made, is motivating some of the private sector hospitals who have 
a lot of empty beds to open major services for AIDS patients. At 
the moment the only one who has those is San Francisco General, 
where I work. 

The other possibility we talked about is asking the Federal Gov- 
ernment ^f it is interested in reopening the U.S. Public Health hos- 
pital in San Francisco. It was closed some time ago, ar d is now 
under the Department of Defense. Again, just talk. That .s one of 
the options. 

Chairman Miller. I assume in that context we also have to con- 
front the civil rights issue of separate facilities. 

Dr. Grossman. Probably would, but if the numbers come to a 
point, there may be 

Chairman Miller. No options. I understand that. 

Mr. Stark. Doctor, did you say or did I interpret what you said 
to mean that even if we find some way to kill the virus, that after 
a certain period of time, their mental capacity will be so dimin- 
ished from having AIDS till we arrest it, then we are going to have 
a group of disabled people who are cured? Is that— Dr. Grossman. 
Yes. You have caught my drift correctly. One of the first effective 
drugs IS AZT. Again, I am uot talking about children now. AZT is 
now being used. AZT prolongs life but it doesn't cure anybody. So, 
the people seem to live twice as long, which means you have twice 
as many patients to care for at any given time, and it costs twice as 
much, and the drugs are expensive, and, yet, the outcome in the 
end may be the same. 

So, that is one issue The other issue is that the brain is almost 
always affected— the virus destroys brain tissue. So, if you stop the 
progreasion of the disease, at least for X number of years, there is 
going to be a significant number of individuals whose neurological 
disease will require care, serious neurological disease, both adults 
and children. 

One peri^on writing about AIDS indicated that AIDS victims also 
faced poverty in that we are talking somew^ .re in the neighbor- 
hood of ?1 14,000 per caf that fign.re something that you have 
had experience with or do you have any different kinds of figures 
for the amount of costs? 

Dr. Grossman. I do .lot have that figure at all. Congressman. 
Since we are talking about children, let me point out that many of 
these children are born to mothers who have AIDS themselves. So, 
(a; they are ill and unable to care for the baby; (b) many of them 
are dead as the child grows up, so there is no mother, and the 
family unit is broken up quite often. 

As far as adults are concerned, San Francisco's costs have been 
lower, but they are rising, and the cost of drugs is very high. I do 
not have a number for you, but it is very high. 

Chairman Miller. One of the things that got me to thinking 
about this hearing was testimony from some of the people in 
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Newark who tried to get this committee, along with Congressman 
Waxman's committee, to visualize the idea of the dying parent 
trying to take care of the dying child. We had to ask ourselves 
what kind of facilities we envisioned those people living in, espe- 
cially since a majority of th^ parents were still drug dependent. 
That is what they are confronting in Newark; there are absolutely 
no facilities— you are starting to turn hospitals or public facilities 
into communes so you can try to keep some semblance of this to- 
gether. Of course, in other instances, ^-he parent has other children 
at home, and it is just a total collapse. 

This is one of the things that we hope to be able to explore. This 
is not going to be the last hearing on the subject, but there is just a 
total collapse in terms of the support system. It is non-exislent for 
a number of these parents, either because they are also dying or 
they have other children, and we have just not matched llie sup- 
port systems with the problems, according to those who are work- 
ing with it on the East CJoast, where I think it is somewhat more 
advanced than we are seeing here so far. 

So, I just ask the members to keep that in mind. Here we are 
with the first witness and we are talking about an entirely differ- 
ent health system than we have, an entirely different social sup- 
port system, an entirely different family support system, and an 
entirely different maintenance system for disabled people, if we are 
successful, as we partially think we can be. 

Welcome to the hearing. Welcome to the Children's Committee. 
How come we never have nice subjects on this committee? So, that 
is the challenge. 

Thank you very much. Dr. Grossman. 

Dr. Grossman. Thank you. I am sorry I have to leave. 

Chairman Miller. Next, we will hear from Dr. Benjamin. 

STATEMENT 0? DR. ROBERT BENJAMIN, M.P.H., CHIEF, DUREAU 
OF COMMUNICABLE DISEASES, ALAMEDA COUNTY DEPART- 
MENT OF COMMUNITY HEALTH SERVICES, OAKLAND, CA 

Dr. Benjamin. Good morning. 

Many of the more clinical points that I wanted to talk about 
have already been very adequately covered by Dr. Grossman. What 
I would like to do, I think, is to go over very briefly our local situa- 
tion here in this county to give you some idea of what is going on 
here, and a little bit more generically in the Bay Area. 

In my testimony, I started with a more global discussion, and I 
think there is no need to reiterate that with you all. 

In Alameda County, the number of cases that we have seen so 
far is 340. Now, while this does not seem like very much compared 
to what New York and San Francisco are seeing, if you put this on 
a national scale, this gives us as many cases as the state of Con- 
necticut, and this is just one county. 

Here, in this county, we have the advantage of being able to see 
the future by looking west. We see very clearly what has gone on 
in San Francisco, and those of us who are into long-range planning, 
and this is something tnat I will get to in a few minutes, we see 
very clearly that that is what Is absolutely mandatory in order to 
prepare for what we see as coming. 
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Projections that we have made state that by 1990, we in this 
county will have as many cases as San Francisco now has. So, we 
have to prepare for that, and that is assuming, that is assuming 
that there is no further new infection. That is based on people who 
have already been infected. 

Within our jommunity of cases, eighty-one percent are gay or bi- 
sexual men, and about eight percent are JV drug users. We are 
seeing a slow increase in the number of heterosexuals. Right now, 
it is about 1.2 percent in tern?'^ of cases, and I thinp we can fairly 
add to that another two cr three percent of those in-^Ividuals who 
are now classed as new identifiable risk. They do not know how 
they got it, but they are active heterosexuals. 

While we he:e in Alameda County have not yet seen any report- 
ed cases of pediat Jc AIDS, if there were a definition of pediatric 
ARC— I know of least five cases that would be reported if such a 
condition v/ere reportable. 

No need to bore you with statistics relating IV drug use to verti* 
cal transmission. So, I will not go into that. 

We have done some very interesting studies beginnmg with con- 
fidential testing in our methadone maintenance clinics, and v;hat 
we have come up with is about a twelve percent seropositivity. 

In this county, we have an estimated 20,000, give or take some, 
IV substance abusers. That is not only opiates, but other IV sub- 
stances. This presents a very ciear problem in terms of perir^atal 
transmission. 

Right now, and if we translate that into numbers, twelve ^.ercent 
of our eslimsted IV drug usei.s comes up with about 2,400 infected 
individuals ir: that population alone. Right now, the CDC's 

Chairman Miller. Ycu arc talking currently? 

Dr. Benjamik. Yes. Right now. Actually, the study that we did 
was nine months ago. 

Right now, the CDC is estimating somewhere around a million 
and a half to two million Americans already infected. The way 
they derive, as I understand it, those numbers is to take the 
number of actual cases, make some stab at the attack rate, and the 
-attack rate is defined as those people who will develop— of those 
people who are infected, how many will develop the disease itself 
over time, and right now they are estimating it at about twenty- 
five percent, and I think most of us in th« field believe tha^ cnis is 
unrealistically low. 

So, what was needed, :/e felt— I have a bit of a different talk pre- 
pared, but Dr. Grossman has done a lot of the groundwork. In this 
country, most c the general population firmly believes that this is 
a disease of those other people, and it is vitally necessary for us to 
get their attention and to get them to believe that if they are het- 
erosexually active outside of monogamous relationship^, there is 
some risk and they, indeed, could be at risk. 

We tried, we struggled very hard with how to do such a feat. A 
very interesting study was done in San Francisco. There was a tele- 
phone survey, and they had lots of problems with telephone sur* 
veys, but what they did was they talked to heterosexuals who ad- 
mitted over the phone having two or more sex partners, and what 
they found was forty percent of those people in San Francisco, 
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which is a town that ought to know better, were practicing high- 
risk sexual behavior. 

How can we get their attention? What we decided to do was a 
blind seroprevalent stud)[, and that was the one that Dr. Gross- 
man alluded to. For your information, let me sort of explain what a 
blind seroprevalent study is. 

What we did was we took bloods that had been drawn at our 
V.D. clinics and our pre-marital test sites. They were drawn for 
some other purpose. They were drawn for syphilis testing, and 
after the testing that the blood was drawn for, was done, and just 
prior to the disposal of the bloods, we removed identifiers. We look 
names off. 

What went on the tubes of blood were only age, sex, and what 
type of clinic site, not which sites specifically, but whether this was 
blood from a V.D. clinic or from a pre-marital testing site, and then 
we decided to look at what is the prevalence of. That is how we 
decided to look at it. What is the prevalence of the virus in the 
general population. 

What we found looking at our V.D. clinic sample was overall 2.7 
percent positivity. Now, we know that we see a fairly large 

Mrs. Boxer. Could you say that one more time, the number? 

Dr. Benjamin. Within our ^" \ clinics, we found 2.7 percent posi- 
tive, both sexes, but because .e know that we serve a fairly large 
number of both gay and bi-sexual men, what we decided to do was 
discard results or ignore results on bloods frc:^ men and look only 
at women. That wa^^ we coi;ld be certain that wiiat we were look- 
ing at was a population other than gay or bi-sexual men. 

What we found is a little bit alarmmg. Now, I have to state that 
because we were not funded to do this study, that there were also 
some questions about whether or not such a study in this state at 
that time was even legal, we kept it small. 

Chairman Miller. Just a little. 

Dr Benjamin. Mind you, having worked on the development of 
AB-488, the legislation which funded the establishment of alterna- 
tive test sites in this state, and having followed very closely its 
companion bill, AB~403, by Assemblyman Agnos, I had some ver> 
good idea of what the intent of that bill was, and I felt very strong- 
ly that this was not in conflict with that bill; otherwise, I never 
would have done it, but there was still some question. 

What we found in our pre-marital testing sites and in our bloods 
from V.D. sites was that in women, we found a half percent positiv- 
ity. Now, this does not seem very high, but what it translates into 
is about one in 200. 

Now, it could— because we had no ident* ying information about 
these people, they could well all have been IV drug users. We do 
not know. We know that they were not gay or bi-sexual men. What 
we do know about these women is that they were sexually active or 
v/ere about to be sexually active because of the nature of the test 
sites, and this is where this data is very important in terms of 
niaking projections about the spread of the disease and the popula- 
tion in general as well as vertical transmission to potential off- 
spring. 

Now, that information in and of itself is very important, but I 
think what was even more important and more revealing was the 
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reaction of the general public to that information when it came 
out. A most outstanding thing happened. 

The numbers of people presenting voluntarily to our alternate 
anonymous test sites in all of the counties in the Bay area, our 
county specifically, doubled, almost tripled, and the number and 
the type of people presenting changed dramatically. 

In our county, prior to release of this study, about ten or fifteen 
percent of the people presenting for testing voluntarily were het- 
erosexual. Now, we are running sixty to seventy percent. Similar 
shifts were found in San Francisco, Marin, Salerno, Contra Costa, 
other counties. 

What this says is that this type of study, a blind seroprevalent 
study, has great utility, not only in understianding the rate of pene- 
tration of this virus into the general community, but as an educa- 
tional tool for the general puolic, which they understood that all of 
a sudden, I mean, it just clobbered them over the head. 

This said to them, gee, maybe we could be at risk and, even more 
outstandingly, it motivated them to take some action. Now, wheth- 
er or not this >vill be translated into taking the real action that is 
necessary for prevention and that is in the heterosexual communi- 
ty, those with multiple sex partners, proper use of condoms every 
time, remains to be seen. 

These kinds of studies, blind seroprevalent studies, need to be 
done repeatedly. They are called point prevalent studies. So that at 
any point in time, we can tell about the spread of this virus in the 
community and we can tell each comr-funity, and the studies will 
reveal very different risks in each community. 

In Alameda County, it means about one in 200 women in this 
small sample, and I am hoping that it may be less, but I do not see 
any reason to believe that it should be. it would be very different 
in San Francisco if we did this study. My guess is that there would 
be a higher prevalency, and if we did this study in some of the 
rural counties, a much lower prevalency. 

That brings me to prevention. The message here, I think, is very, 
very simple. I have not heard it stated loudly enough nor clearly 
enough nor simply enough. AIDS is a preventable disease. I hear 
we can stop AIDS now, we can hear all kinds—we hear all kinds of 
messages, but the one that I do not hear enough Is this is a pre- 
ventable disease. 

Now, our object here is primary prevention, prevention of infec- 
tion, iiot how to deal with people who are already infected and how 
maybe to prevent the disease from occurring. 

Mr, Stark, your comments '^bout costs are, I think, salient be- 
cause I think the national experience has been that from time of 
diagnosis to time of death, it costs about a $140,000 per AIDS pa- 
tient. In the Bay area, because of the support systems that we have 
been able to develop, the cost is much less; it is around $40,000. 

I would much rather spend $100,000 and prevent five cases, even 
if that intervention— that is a very costly intervention to prevent 
only five cases. I would much rather do that than spend tlie same 
amount of money treating one. No question. 

How to take this prevention message out into the publ*. My own 
feeling is that we need to make AIDS a women's health issue. This 
is not an abrogation of my responsibility as a male, but we have 
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seen this work in terms of contraception. We need to empower 
women more fully to take responsibility over their own bodies, 
their own health, and responsibility for the health of their future 
and prospective offspring. 

Women need to be empowered further to say no to their prospec- 
tive sex partners. They need to feel comfortable in saying if you do 
not put that condom on, you are going to have to look for someLody 
else. Only if we can get that message across to women can we 
make a dent in the 3pread of this disease in the heterosexual popu- 
lation. 

In terms of screenings, screening is another way of preventing 
disease in terms of its educational impact. I have already dealt 
with what happened here in the Bay area when we released the 
results of our tests. I think that attempts to mandate screening 
should be discouraged. 

Our experience with pre-marital testing for sypliilis has shown 
this to be a very costly way to go. It has been unproductive in that 
most marriage applicants have already been sexuall> active with 
their prosp>ctive partners. I think that the education needs to be 
offered at that time, that AIDS is oexually transmitted, and I think 
that screening should be offered but net mandated. 
^ In this county, we are now putting in place protocols to offer con- 
fidential testing at all of our STD clinics, our pre-marital screening 
sites, and through every aspect of our perinatal programs, family 
planning, pregnancy testing, pre-natal. 

I think planning is vital, and I am saying this not in a local con- 
text, but in a nationa' context. I submitted at least to you all copies 
of our AIDS plan. AIDS is a disease with at least a five year incu- 
bation period. Any plan that does not take that into account and 
present itself as a five year plan is less than adequate, and I think 
every community in the United States needs to begin this kind of 
planning. 

In terms of treatment, I am not sure I agree completely with 
what Dr. Grossman has said. I think that the nature of AIDS i:. 
the pediatric— pediatric AIDS is somewhat different from that in 
the ^dult. I think that because it is, at this point, the numbers are 
so low, I think we might think about, consider thinking about re- 
gional pediatric centers. 

Within the Bay area, we now have four such places v/hich could 
v/ell qualify. U.C. San Francisco, Stanford, Children's Hospital, San 
Francisco, and Children's Hospital, the East Bay. I have already 
opened discussions with Children's Hospital here in Oakland. Their 
service area is outstanding. The East Bay, as far as their service 
attachment area is concerned, extends to Sacramento and as far as 
Nevada. 

Chairman Miller. If I could ask you to sum up a little bit, not to 
cut you off, but I am going to lose my panel in a half hour. You can 
come back. I would just like to let tliem hear the other people. 

Dr. Benjamin. Actually, rather than go on ad nauseam, I will 
stop. 

[Prepared statement of Robert Benjamin, M.D., follows:] 
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Prepared Statement of Robert Benjamin, ' :.D., MPK, Chief, Bureau of Commu- 
nicable Disease Control Alampda County Health C>»re Services Agency, 
Oakland, CA 

Subject: AIDS and Young Children - Emerging issues 



A. Background - Dimensicas of the Epidemic 

There is no doubt bu^ .that we are now in the early phases 
of the most serious pandemic (world wide or global 
epidemic) of this century. Every nation which has looked 
for AIDS has identified cases. Some nations, 
predominantly those" spread across the central parts of 
Afric.i, are reporting prevalence of infection ia as high 
as 10% of their entire populations. The epidemiology of 
those infected is exhibiting ^ide regional and f^eographic 
variation. 

In Africa, the disease appears equally prevalent accng the 
sexes with a distribution of 1:1: :male:female. The 
disease is clearly being transmitted through heterosexual 
contact and being further spread through transfusion of 
blood and the reuse of contaminated needles. Special 
survey studies have shown 10-13X of blood donors in 
Kinshasa, the capitoi city of Zaire, are infected. 
Because the per capita expenditure for health in L^^st 
developing countries is so low, it precludes the 
expenditures necessary to screen blood for HIV prior to 
transfusion. This node of transmission, however, 
represents only a saall fraction of the overwhelming 
sexual transmission. Further complicating the picture is 
the proven vertical transmission from infected women to 
newborn offspring with infection occurring in utero, at 
birth and/or during breast feeding. Globally, therefore, 
heterosexual transmission between adults and vertical 
transmission to the fetus represent the majority of the 
transmission taking place. 

In the United States, as of December 1986, the CDC 
reported 29,003 cases. In the United States, while the 
modes of transmission remain the same, the epidemiology is 
a bit different with 74X of the cases being reported in 
homosexual/bisexual laen (8% of whom also report IV drug 
use) and another 17% of cases reporting IV drug use as 
their only risk. Overall, the ratio of males to females 
is 13.7:1. Cases acg-aired through heterosexual contact 
account for A% of the total. 

Strikiiig regional difierences exist within the United 
States with gay/bisexual men making up the predominant 
caaeload CJ7X) in San Francisco as compared to the State 
of New Jersey where X^i drug use accotmtj; Tor 52% and 
Newark, N.J., where an estimated 80X of their cases are 
heterosexual IV drug tasers. 
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When looking at ethnicity, differences between adult anc 
pediatric cases are remarkable with 60% of adult cases 
White, 24!5 Black, and 14!; Hispanic (38% people of color!.. 
Pediatric cases, however, are 20% White, 57% Black and 23X 
Hispanic (80% people of cclor) reflecting inner city IV 
drug use, heterosexual trsinsaission between spouses and 
vertical transmission free infected mother. 

Migration of the virus out of the gay population and into 
the general population is cow occurring through bisexual 
activity, IV drug use, IV drug use in prostitutes, and 
other heterosexual activirr involving multiple sex 
par"cners. As a result, regional differences in rates of 
new transmission of the HIT are being rioted with a 
relative slowing of trans:izssion in the gay communities cf 
San Francisco, Los Angeles, and New York which have bees 
the target of major educa-icnal interventions and an 
increase in the rates of sew transmission in the IV dr^Q 
using populations and in h«-erosexuals with large nun* 
of sex partners. Similarly, geographical distribution - 
shifting from urban to suburban and wi3.1 e/entually begin 
to appear in ever increasing numbers in the rural 
populations of America. 

Locally, as of December 31, 1986, we ha,e had a cumulative 
total of 328 AIDS cases reported in residents of Alameda 
County since /fe began surveillance in 1981. This ranks 
Alameda County fourth in tre State after Los Angeles, San 
Francisco, and San Diego and gives us 1.2% of the nation'^ 
total caseload. If Alameda County were to be ranked in 
the CDC's listing by State, we would rank 16th in the 
nation, having only two cases fewer than Connecticut. 
(See CDC Surveillance Repcr:;, December 29, 1986, Appendix 
A). 

Since 1981 we have seen the number of cases double 
unrelentingly every 12 months with 45% (149) of our cases 
diagnosed in 1986. Analysis by risk factor reveals 87% 
gay/bisexual men, 8% Hispanic and 4% Asian. 
Geographically, 76% of cases were in North County (55% in 
Oakland) and 24% in South Counvy (See Appetidir 3 for full 
statistical breakdown on Alameda County.) 

B, Projections 

In order to predict the future number of cases, multiple 
factors must be examined and tal'en Into account. These 
have to do with current seroprev xlence, estimates of the 
size of the populations at risk, and changes in other 
diseases with similar epideulologic transmission patterns. 

Studies done on sera from the general population, based on 
county studies as wall as blood bank data, indicate a 
seropositivity range from 0.05% (blood banks) to 0.5% 
(general population). Similar studies undertaken in 
sexually transmitted disease clinics show a seroprevalence 
of 3% positive while the self selected-population 
presenting to the alternate test yites within Alameda 
County reveal 12% positivity. 
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Estimates cf population at risk vary greenly but estimates 
ot* 30»000-5:»000 gay/bisexual men and 18,CC0-21,000 IV 
substance jrers have been labeled as conser-zative witn 
estimates f-r IV drug use cttan being several magnitudes 
larger. 

Surrogate zsrkers of behavior patterns provide useful 
mfonnaticn regarding risk of exposure tc HIV. As general 
indicators of diseases transmitted sexually^ and by IV drug 
use, it is revealing to look at changes. in incidence of 
hepatitis B. syphilis, and gonorrhea. Over the past two 
years, hepatitis B has increased 47%, goncrihea, 14% and 
>syphilis,'2:%. 

It is interesting to note that of all cases of infectious 
syphilis iz 1933, 29.4% were among gay men as compared to 
9.2% in IBzS. This reveals a dramatic increase in 
syphilis ancag the heterosexual populeticr:. Similarly, a 
review of STphilis serologies of all women delivering at 
Highland Hospital (574) in the 9 month period between 
March and Kovember of 1986 showed an average overall rate 
of positive serologic tests fcr syphilis cf 12.2% with a 
range of 7% in June to 18% in November. Ir.ese data do not 
bode well f=r assumptions suggesting thaz opportunities 
for new tt-aiismibsion of the HIV are decreasing— in point 
of fact, they indicate the opposite. 

Seroprevalezce Studies 

A limited seroprevalence study done on attendees of one 
Methadone Maintenance Progr?un within the county revealed 
an overall 12% seropositivity . While this prevalence is 
at this point in time still lower than is reing 
experienced in most East Coast Cities, given our IV drug 
using popula-ion conservatively estimated at +20,000, this 
would yield at least 2,400 infected, predccinantly 
heterosexu2Ll. IV drug users, many of whom are involved in 
the sex indtistry in order to suppo*.-t their drug habits. 

In an effort to ascertain the extent to which this virus 
has penetrated it, to the. general population, a blinded 
seroprevalence stuiy was undertaken, utilising bloods 
drawn from Alameda County's Sexually Transnitted Disease 
(STD) Clinics and Premarital Testing Sites. The 
assumption being that this sample would represent the 
general population of currently sexually active adults, 
presumably with multiple partners (STD clinics), and 
adults either currently, or about to be sexually active 
with presuiDably (although not necessarily) fewer partners 
(premarital sites). 

Bloods were entered into the study after srphilis 
serologies wctre performed £Jid just before they would 
normally have been discarded. Only sex and tyos of clinic 
(STD/PM) was placed on each tub© of blood. Because all 
identifying: information was removed after syphilis testing 
and before testing for HIV Antibody, no possibility 
existed for any test result to be linked to any 
individual, nor was it possible for any individual to 
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identify his/her blood nor receive results of &ny 
testing. This "Blind" type of study was performed to 
assure anonymity and confidentiality. 

Because we know that our STD clinics serve a sizeable 
population of gay/bisexual men, and because risk factor 
information was not available due to the blind nature of 
the study, it was decided to look only at results of 
testing done on bloods drawn from women as representative 
of the non gay/bisexual segment of the population. 

The results showed a 0 . 5X seropositivity in women 
attending our STD clinics and a 0.5X seropositivity in 
women attending premarital testing site a. This means that 
approximately 1 in 200 women attending those clinics was 
infected. Again, because no risk factcr information was 
available, it is possible that all women testing positive 
may have been IV drug u^ers. One thing however, is known 
- that they were all sexually acti^^e or were about to be. 
This information has potent xally grave implication for the 
prospects of vertical transmission and the appearance of 
increasing numbers of children with AIDS and ARC. 

This study was done on bloods drawn between November, 1985 
and Kay, 1986 and represents prevalence in the population 
almost one year ago. 

When the results of this study becare public in January of 
this year, public reaction was astoimding. The nunber of 
people presenting to our anonymous test sites increased 
two to three fold with a dramatic shift from lOX 
heterosexuals before release of study results to 65-75% 
heterosexuals after. The general population had heard the 
message and understood that AIDS was no longer a disease 
of "Those other people". They not only realized that they 
might be at risk, but even more importantly, they were 
motivated to take some action. 

This public reaction states loudly and clearly that blind 
seroprevalence studies £»re vitally necessary, not only to 
increase our understanding of how this disease is 
spreading within the population at Zaurge, but also ai an 
education tool and motivating force for behaviour cha .g,e. 

Prevention 

The i:essage is simple: 

AIDS IS A PREVENTABLE DISEASE 

This has not been said loud enough, clearly enough, simply 
enough or often enough. While it is not yet vaccine 
preventable, it is, nonetheless preventable - 

Prim2iry .prevei.tion of infection is the objective, primary 
prevent ion of infection in the individual, and primary 
preveni^xon of vertical transmission to the fetus. 
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T^u^-'< this end. it is inperative that AIDS be =^de a 
wo'eA-s health iraue. Thi. is not to imply ar a=r,gat.on 

^^«-s^«,^ = 1 = An the part of mon, but rather wO 
f. rth«%":pow:: «.^en'to Ll« responsibility f.r their own 
K-a'th and th- health of their future oftspring. This is 
t^ r-it^"at- a ■--c=an's right to say no - to ir.sis-. on 
condom u'se in order to avoid infection. We have seen very 
ci^ariy how well this worked with contraception^ 
Similarly women =ust assert their rights to he2-,h by 
livinl th^ir pa--.=ers a choice - either use a c===om or go 
elsewhere! 

<5r*-e--ninff fo- Antibody is another means to prevent 
Siatril llDs fhis should be voluntary and lir^ed to 
r^I*.in-,i">l ser-zic-' All women presenting at t^^^y 
lllnTnt Pr%"i-C7 testing and P-natal clinic, should be 
educated regarding the transmission of AIDS. n.s-ories 
should be taken tc elicit any high risk exposures, and 
voluntary confidential testing be offered. 

Attempts to mandate premarital testing should be 
discouraged as e=:perience with premarital syphilid testing 
has proven it to be exceptionally expsnsive. net 
productive in identifying positives, and too la.e m tnat 
most prospective narriage partners have already r"^" 
sexually active (both with others as well as wi.n their 
prospective mates) well before applying for marriage 
licenses . 

Treatment 

Because the nature of AIDS/ARC is so very different in 
children, it wili become necessary to establish regional 
pediatric treatment centers capable of providing acute and 
Icng term care as veil as coordinating socral ann other 
supports surrounding outpatient services, education, 
financing, .legal disability, and hospice services. 

Within the Bay Ari-a. there exist four facilities which 
could serve these purposes; UCSF, Stanford, Children s 
Hospital of San Francisco and Children's Hospital of the 
East Bay. These hospitals now serve most of Northern 
California as their catchement area. 

Cost/Financing issues must be dealt with ir terms of 
making AIDS and AHC Medicaid/Medicare eligible. 
Similarly, develoiwent of a national Catastrophic 
Insurance Plan which would cover all aspects of RiV 
infection and related disease must be considered. 
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It is clear that local jurisdictions cannot bear the czsz 
that this disease will bring. Governor Deukmejian's 
recent decision to reduce fedi-Cal pa/ments by 10% will 
have immediate impact oz KCH and family planning 
outpatient interventions as woll as on the n^ore obvious 
inpatient cos\.s. This decision is tantamount to asking 
the counties, whose revenue base was severely compromises 
by Prop. 13, to underwrite and subcMize the btate. T::- 
counties can no more dc this than can the State afford tc 
bail our the Federal Government on what is clearly a 
national if not global disaster in the making. Major 
adjustments in the Feier^l Budget must be comtemplated zz: 
order to meet this growing crisis. 

G» Appendices 

A - CDC Weekly Surveillance Report 

B - AJ.aneda County AIDS Summary Status Report 

C - Alameda County AIDS Eesponse Plan 

Appendix C: 

[Alameda County AIDS Response Plan 1987, Alameda Count> Health Care Services 
Agency, Oakland, CA, is retained in committee files.] 
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Chairman Miller. Okay. Your fan club is here. 
Mr. Williams? 

STATEMENT OF JOHN WILLIAMS, EXECUTIVE DIRECTOR, 
CHILDREN'S HOSPITAL AT STANFORD, PALO ALTO, CA 

Mr. WiLUAMS. Thank you. Good morning. 

My name is John Williams. I am the Executive Director of Chil- 
dren's Hospital at Stanford, an affiliated hospital of the Stanford 
University School of Medicine. 

Joining me in this statement is Dr. Bertil Glader, who is Associ- 
ate Professor of Pediatrics at Stanford, and Director of the Hema- 
tology-Oncology Program and the Hemophilia Center at Children's 
Hospital. Unfortunately, with the change in date of the hearing, 
Dr. Glader is unable to be with us this morning. 

I wp.nt to talk about AIDS, particularly for children with hemo- 
philia. AIDS has been described as a problem of adults, either ho- 
mosexual men or intravenous drug abusers. While the majority of 
cases have occurred in these populations, other groups are also af- 
fected. 

We submit that children are also at great risk of this infection 
and need maximum efforts to avert the tragedy of AIDS for them 
and their families. Babies with AIDS soon will be a major problem 
as a consequence of parents who are infected because of drug abuse 
or sexual activities. 

In addition, children who have received transfusions, particularly 
those with hemophilia, are at great risk for the disease. The source 
of the problem is that hemophilia is a congenital disorder caused 
by the absence of certain clotting factors in plasma, which facili- 
tate blood clotting. 

Prior to the discovery of the cause of hemophilia in the 1950s, 
children with hemophilia led disabled lives. They were constantly 
in fear of bleeding episodes, which could be fatal. Bleeding into the 
joints produced an arthritis-like condition which made walking dif- 
ficult and sports impossible. Many children died from bleeding into 
the central nervous system. 

With the discovery of the missing clotting factor in blood plasma, 
hemophiliac bleeding became amenable to control. Initially, treat- 
ment was with the infusion of plasma. During the past fifteen 
years, the pharmaceutical industry has developed techniques ipr 
super-concentrations and refinement of the clotting factor, and dis- 
tribution in a form so that it can be administered at home. This 
has freed the hemophiliac to grow up much more normally, to 
enjoy sports and recreation, and to look for^yard to a greatly in- 
creased life S'Dan and to not suffer major bleeding problems. 

The AIDS problem comes from the concentrates. These concen- 
trates of factors are produced from pools of blood plasma which are 
obtained from as many as ten to fifteen thousand individuals for a 
batch of commercial concentrate. Ma.iy viruses were present in the 
pool product and until recently the main problem had been the 
transmission of hepatitis. 

Since 1981, it is apparent that the concentrates are also con- 
tained the AIDS virus. Since 1985, a method of beat treating the 
concentrates has been discovered which renders the AIDS virus in- 
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active. In addition, testing of the blood supply has reduced to a 
very low l^^vel the likelihood that plasma containing the AIDS 
virus, will be included in the commercial concentrates. 

The problem now is hemophiliacs who used these products prior 
to 1986 and thus have been exposed to the virus. It is a reasonable 
estimate that there are 20,000 patients with hemophilia currently 
in the United States. As of February 1 last year, 288 hemophiliacs 
had been diagnosed as having clinical AIDS. This represents over 
one percent of all the patients with hemophilia in the country. 

Antibody studies have indicated that seventy to ninety percent of 
all hemophiliacs have been exposed. Moreover, current studies indi- 
cate that the presence of the AIDS antibody indicates that these 
patients also may carry the v> us and are thereby infectious. 

At Children's Hospital at Stanford, we have a 130 boys and 
young men who are hemophiliac patients. Six of our patients, two 
young children and four young adults, have developed clinical 
AIDS; five of these have died. The other patients whom we care 
for, most of whom are infected, live daily with the fear that they 
will also develop the disease. 

There are m^jor social and educational problems for the child 
with AIDS and his family. First of all, the hospital staff has to be 
♦educated on how to care for these children and to protect them- 
selves from infection. Now, once done, the care in the hospital has 
been smooth. 

The news media have reported school boards barring children 
^^om school, even though we know AIDS is not transmitted 
through such casual contact. Home health care workers have been 
reluctant to care for AIDS children until we have been able to edu- 
cate them about the disease. Siblings have been isolated from social 
contacts by others who fear the disease. 

Another problem arises for the hemophiliac young adults who 
are having families. Ten to fifteen percent of i spouses of hemo- 
philiacs are antibody positive and likely carry the virus. Babies 
born to antibody positive mothers, as has been said before, carry at 
least a fifty percent risk of also developing AIDS. 

Hemophilia is a very expensive health problem. The annual costs 
for the clotting factor concentrates vary from as little as a $i,000 a 
year for a mild case to about $75,000 a year for severe cases. Other 
medical care, especially surgery, is complicated by hemophilia. It 
requires special expertise. Dental and orthopedic care is complicat- 
ed and frequently costly. 

AIDS is an additional financial catastrophe for children who al- 
ready have a catastrophic health condition, that is hemophilia. For 
example, the costs of one of our children was $244,000 for the last 
year of that child's life. 

Fortunately, California provides supplementary funding for chil- 
dren with hemophilia through the California Children's Services 
Program. This jointly-funded federal, state and county program 
covers children through age twenty-one. A state-funded program, 
the Genetically Handicap Persons Program, covers hemophiliacs 
after age twenty-one. 

These programs have required deficiency appropriations annual- 
ly in recent years. We are concerned that the cost of AIDS treat- 
ment has not been adequately reflected in the budget for these pro- 
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grams, and we could see the situation of children with heari prob- 
lems or cancer having to compete -th hemophiliacs and AIDS vic- 
tirr.s for financial support 

m addition, there are proposals to block grant the CCS program 
to the states and ultimately to the counties. This would put hemo- 
philiac children at the whim of county priorities. It would put pro- 
viders in the unmanageable position of different county rules for 
eligibility and for treatment authorization for these catastrophic 
conditions. 

For example, at Children's Hospital at Stanford, we treated pa- 
tients from Ibrty-three California counties last year. The adminio- 
trativo costs and the financial risks for each county as well as for 
the providers of this proposed change are mt^jor problems. 

Our recommendations are four. 

No. 1. Assure adequate funding for AIDS research. We presently 
have no cure for AIDS. One must be found if we are to offer any 
hope to the thousands of hemophilia victia.s who are exposed to 
the virus. To combat this infection through research should be a 
top national priority for the sake of all of our population. 

No. 2. Is expand public awareness and preventive educational 
campaigns. The ignorance of this disease and hov/ it can and 
cannot be spread is a major t>roblem. Children with AIDS and their 
families experience major problems with school, housing, and other 
social effects resulting from fear of the disease. We must educate 
ourselves about the nature of this infection and humane ways to 
treat its victims. 

No. 3. Assure adequate funding for treatment. Hemophilia is a 
very expensive condition d.ie to the cost of the blood clotting con- 
centrates which make life possible. The cost of treating AIDS on 
top of these costs is a major throat to the funding of federal and 
state child health programs. 

In addition, private health insurance sometimes excludes both 
hemophilia and AIDS as covered conditions. Funding for AIDS 
treatment must be supplementary to the underlying health care 
needs which both government and private programs presently 
fund. 

Wr recommend establishing a national agency to focus attention 
Oil the AIDS situation and to coordinate federa' activities in this 
area. 

Thank you for the opportunity to present our views. We would be 
happy to respond to any questions. 
[Prepared statement of John Williams follows:] 

Prepared Statement of John Wiltjams, Executive Director of Chilorei *s 
Hospital at Stafford, Palo Alto, CA 

the problem op acquirld immune deficiency synl. ?m£ taidsi for children with 

hemophiua 

My name is John Williams. I am the Executive Director of Childi^en's Hospital at 
Stanford, an afTiliated hospital of the Stanford University School ol Medicine. Join 
ing me in this statement is Bsrtil E. Glader, Ph.D., M.D., Associate Professor of Pe- 
diatrics at Stanford University School of Medicine and Director, Hematology-Oncol 
ogy Program, and the Hemoph'^.iac Center at Children's Hospital. 

I. Introduction. AIDS has been described as a problem of adults who are homosex- 
ual men and intravenous drug abusers. While tne majority of cases have ap^ared 
in these populations, othe. groups are also affected by this disease. We submit that 
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children are also at great risk of this infection and need maximum efforts to avert 
the tragedy of AIDS for them and their families. Children with AIDS soon will be a 
major problem as a consequence of parents who are infected because of drug abuse 
or sexual activities. In addition, children who receive transfusions, particularly 
those with hemophilia are at great risk for this disease. 

II. Source of the problem: Hemophilia is a congenital disorder caused by the ab- 
sence of certain clotting factors in plasma which facilitate blood clotting. Prior to 
the discovery of the cause of hemophilia in the 1950*s, children with hemophilia led 
disabled lives, constantly in fear of a bleeding episodes which could be fatal. Bleed- 
ing into the joints produced an arthritis-like condition which made walking difficult 
and sports impossible. Many children died from bleeding into the central nervous 
system. 

With the discovery of the missing clotting factor in blood plasma, hemophiliac 
bleeding became amenable to control. Initially, treatment was with infusion of 
plasma. During the past 15 years, the pharmaceutical industry has developed tech- 
niques for super concentration and refinement of the clotting factor and distribution 
in a form so thaf it c<m be administered at home. This has freed the hemophiliac to 
grow up much n^^re normally, to enjoy sports and recreation, and look forward to a 
greatly increased life span and not to suffer major bleeding problems. 

III. The AIDS problem: These concentrates of clotting factors are produced from 
pools of blood plasma obtained from as many as 10,000-15,000 individuals for a 
batch of commercial concentrate. Many viruses were present in the pooled product 
and, until recently, the main problem had been the transmission of hepatitis. Since 
1981 however, it is apparent that these concentrates also contained the AIDS virus. 

Fortunately, since 1985, a method of heat treating the concentrates has been dis- 
covered, which renders the AIDS virus inactive. In addition, testing of the blood 
supply has reduced to a very low level the likelihood that plasma containing the 
AIDS virus will be included in commercial plasma concentrates. The problem now is 
hemophiliacs who used these products prior to 1986 and thus have been exposed to 
the virus. 

IV. Extent of the problem: It is a reasonable estimate that there are 20,000 pa- 
tients with hemophilia currently in the United States. As of February 1, 1986, 288 
hemophiliacs have been diagnosed as having AIDS. This represents over one percent 
of all patients with hemophilia in this country. Antibody studies have indicated that 
70%-90% of all hemophiliacs have been exposed. Moreover, current studies indicate 
that the presence of the AIDS antibody indicates that these patients also may carry 
the virus and thereby are infectious. 

At Children's Hospitai at Stanford, we have 130 boys and young men who are he- 
mophiliac patients. Six of our patients (two young children and four young adults) 
have developed clinical ATDS. Five of these have died. The other patients who we 
care for, most of whom are infected, live daily with the fear that they also will de- 
velop the disease. 

There are major social and educational problems for the child with AIDS, and his 
family. First of all, the hospital staff has to be educated on how to care for these 
children and to protect themselves from infection. Once done, care in the hospital 
has been smooth. The news media has reported school boards barring these children 
from school, even though we know AIDS is not transmitted through such casual 
co itact. Home health care workers have been reluctant to care for AIDS children 
until we have been able to educate them about the disease. Siblings have been iso- 
lated from social contact by others who fear the disease. 

Another problem arises for the hemophiliac young adults who are having fami- 
lies. 10%'15% of the spouses of hemophiliacs are antibody positive and most likely 
carry the virus. Babies born to antibody positive mothers carry at least a 50% risk 
of also developing AIDS. 

V Costs of care. Hemophilia is a very expensive health problem. The annual costs 
for the clotting factor concentrates varies from as little as $1,000 for a mild case to 
$75,000 for severe problems. Other medical care, especially surgery, is complicated 
by hemophilia. It requires special expertise. Dental and orthopedic care is complicat- 
ed and frequently costly. AIDS is an additional financial catastrophe for children 
who already have the catastrophic health condition of hemophilia. For example, the 
costs for one of our children was $244,000 for the last year before he died. 

Fortunately, California provides supplementary financing for children with hemo- 
philia through the California Children s Services (CSC) program, this jointly funded 
(federal, state and county) program covers children to age 21. A state- funded pro- 
gram, the Genetically Handicapped Persons Program (GHPP) covers hemophiliacs 
after age 21. 
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These programs have required deficiency appropriations annually in recent years. 
We are concerned that the costs of AIDS treatment has not been adequately reflect- 
ed in the budgets for these programs. Children with heart problems or cancer may 
have to compete with hemophilia and AIDS for financial support. 

In addition, there are proposals to block grant the CCS program to the states and 
ultimately the counties. This would put hemophiliac children at the whim of county 
priorities. It would put providers in the unmanageable position of different county 
rules for eligibility and treatment au^norization for these catastrophic conditions. 
For example, Children's Hospital at Stanford treated patients from 43 California 
counties last year. The administrative costs and the financial risks to each county of 
this proposed change are m^or problems. 

IV. Recommendations: A. Assure adequate funding for AIDS research. We pres- 
ently have no cure for AIDS. One must be found if we are to offer any hope to the 
thousands of hemophilia victims who have been exposed to the virus. To combat this 
infection through research should be a top national priority for the sake of all our 
population. 

B. Expand public awareness and preventive educational campaigns. The igno- 
rance of this disease and how it can and cannot be spread is a m^or problem. Chil- 
dren with AIDS and their families experience m^or problems with school, housing 
and other social effects resulting from fear of the disease. We must educate our- 
selves about the nature of this infection and humane ways to treat its victims. 

C. Assure adequate funding for treatment: hemophilia is a very expensive condi- 
tion due to the cost of the blood clotting concentrates which make life possible for 
these individuals. The costs of treating AIDS on top of these costs is a m^yor threat 
to the funding of federal and state child health programs. In addition, private 
health insurance sometime excludes both hemophilia and AIDS as covered condi- 
tions. Funding for AIDS treatment must be provided supplementary to the underly- 
ing health care needs which both government and private programs presently fand. 

D. Establish a national agency to focus attention upon the AIDS situation and to 
coordinate federal activities in this area. 

Chairman Miller. Thank you, 
Ms. Mcintosh? 

STATEMENT OF JEAN McINTOSH, M.S.W., ASSISTANT DIRECTOR, 
LOS ANGELES COUNTY DEPARTMENT OF CHILDREN'S SERV- 
ICES, LOS ANGELES, CA 

Ms. McIntosh. Good morning, 

I am Jean Mcintosh, the Assistant Director from the Department 
of Children's Services in Los Angeles County. 
Chairman Miller. We need you to move the mikes over. 
Ms. McIntosh. All right. 

We represent approximately forty percent of the children in the 
child welfare system in California. At any one pohit in time, we 
serve approximately 43,000 children. Approximately 29,000 of those 
children are under the dependency system of the Juvenile Court, 
and of those, about 20 percent— I am sorry. 20,000 children are in 
foster placement. 

My perspective is that of the child welfare professional 

Chairman Miller. You need to lean into the mike. I can see that 
the audience cannot hear you. 

Ms. McIntosh. Okay. My perspective is that of the child welfare 
professional, and some of the critical policy issues that we see 
relate to the health services profession, but I think it is a slightly 
different perspective for the members here to consider. 

As you know, we have seen drastically increasing numbers of 
child abuse and neglect cases coming to child welfare agencies. 
This is due, I think, to Public Law 96-272 passage, to increased re- 
porting responsibilities and to wonderful public education that has 
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taken place, that has helped children who are vulnerable to come 
to our attention. 

Two major groups that we have seen increasing here are those 
children who are either addicted at birth to drugs, who are exposed 
perinatally to drugs, or whose parents are so involved with sub- 
stance abuse that they cannot care for these children. 

I want to give you some statistics because I think they are very 
revealing. These are from JLos Angeles County. Between 1981 and 
1986, we saw an 1100 percent increase in the number of children 
coming before the Juvenile Court because their parents could not 
care for them because they were involved with drug abuse. 

On top of that, in addition, between 1981 and 1986, we saw a 933 
percent increase in children who were bom addicted to drugs or 
who had ingested drugs soon after birth. 

Of the total number of petitions filed before our Juvenile Court 
in that same time frame, 1981 to 1986, we saw in 1981 only four 
percent of the petitions filed related to these two instances; that is, 
parents abusing drugs or children addicted. In 1986, twenty-one 
percent of the total 20,000 petitions filed before Juvenile Court rep- 
resented minors in these areas. 

It was interesting as we were locking at statistics to pull togeth- 
er for this heariiig, these ranges of figures for the period 1981 to 
1985 were somewhere in the 400 to 600 percent increase range. 
When we added in the single year of 1986, those percentages 
jumped to between 900 and 1100 percent. 

What that says to us is that we have a geometric increase in the 
number of children at risk to AIDS because of the clear connection 
between drug addicted and IV mothers and their children. 

I think if wa look at these children and how we protect them, we 
then need to look at the foster care system. We know in the last 
four or five years that we have seen increasing difficulty recruiting 
foster parents to care for infants and toddlers. I think when you 
add to that the fact that we are seeing increasing numbers of medi- 
cally-fragile children, including these drug addicted babies, and 
then when you add to that the evidence that we are now hearing 
that there are going to be increasing numbers of children who con- 
tract AIDS as a result of their parents' IV drug use, you can see 
that we are going to have fewer and fewer foster parents who are 
going to be able and willing, capable of caring for these young chil- 
dren. 

That says several things. First of all, it says that we may have 
less likelih^'>d of having these children in a family setting in a 
commur^* ""-^at means then that they will need to be placed in 
either governiTient shelter care facilities or in congregate care fa- 
cilities. 

I think of interest to you may be our own shelter in Los Angeles. 
In November of 1981—1 am sorry, 1982, the approximate number of 
infants and toddlers in our nursery was nine, and when we reached 
the population of fifteen, all the panic bells went off. In November 
of ly86, the average population of our nursery at MacLaren Chil- 
dren's Center was ninety, and we are currently now running be- 
tween sixty and eighty children, infants and toddlers, in our shel- 
ter because we do not have placements in the community, either 
group homes or foster care, for these children. 
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I think another issue that we have to consider in the dependency 
system is the issue of permanency planning because it v/as one of 
the critical thrusts of child welfare legislation. 

My concern is that with the increased numbers of children 
coming into the protective system at a very young age, with link- 
age to substance abuse and then with our growing information 
about the linkage between substance abuse and AIDS, that for per- 
manency planning purposes, we are going to see these children 
more likely to be freed because their parents' debilitating drug use 
will not enable them to provide homes, but we are gomg to see 
them not having been raised in families, foster families, as often 
and, therefore, less able to establish familial-type relationships and 
we will see, I think, fewer and fewer adoptive parents willing to 
take the risk of bringing one of these youngsters into their home 
on a permanent basis. 

As we have heard, medically, these children can be time bombs, 
if you will. They may present medical problems over a course of 
years. They may have physical, developmental, neurological prob- 
le.ns, and we are fmdmg even today that adoptive parents who 
come to us are saying, if the child has had involvement with drugs, 
if the child's parents were addicts, we are not going to be able to 
consider the child, even a baby, even a baby, to come into our 
home. 

I think there are a couple of other issues that are equally as star- 
tling. We have seen an increase in the number of youngsters who 
are sexually abused coming into the system. Between 1981 and 
1986, in our county, there was a 178 percent increase in the 
number of these children coming before the Juvenile Court. That 
represented some 4,000 cases. 

We know of the linkage between sexual contacts and AIDS. I 
think that what we are going to be seeing is that these children 
come to us as sexual abuse victims may be victims on two counts; 
one, having been the victims of child sexual abuse, and, two, 
having a higher risk of contracting AIDS because of that. 

Thirdly, I think that there is an issue with teen pregnancy and 
AIDS. Adolescence is a time when youngsters begin sexual experi- 
mentation. Our children in the child welfare system are separated 
from their families. Many of them have behavioral problems, and I 
think what we may see is that these children, both in their sexual 
experimentation as well as in the fact that they are of child-bear- 
ing age, are at risk to contracting AIDS themselves as well as to 
bearing children who may be at high risk. 

I think that we in the child welfare system also have a responsi- 
bility for how we educate these children. Dr. Grossman raised a 
very important point. A lot of the children that we serve in child 
welfare are not m school regularly and they are not going to bene- 
fit from those traditional programs. 

We need to think about what is the responsibility of the depend- 
ency system to educate these special needs children. I think we 
need to think very creatively about the blending of funding 
streams. The issue of cost, Mr. Stark, is incredible, and I think that 
we need to take a look at the fact that these children, by virtue of 
not perhaps looking at foster care regulations in terms of reim- 
bursement for trainmg, for special support services, I think that we 
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can keep more of these children in lower levels of care if we had 
support services available, and if there was a blending of funding 
streams to allow health care issues to be met. 

I have submitted additional information for consideration, which 
regards some specifics that L.A. County is interested in. 

I thank you very much for the opportunity to allow all of us to 
engage in this discussion. It is very important. I think, for those of 
us who may want to think that the window of opportunity is ahead 
of us, we are being shortsighted. We need to look at this window of 
opportunity now. We are out of time. 

Thank you very much. 

[Prepared statement of Jean Mcintosh follows:] 
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Prepared Statement of Jean McIntosh, M.S.W., County of Los A* ^.eles, 
Department of Children's Services 

Good Morning Representative Miller and distinguished 

Conunittee Members. 

I am Jean Mcintosh, Assistant Director of the Los Angeles 
County Department of Children's Services. Our Department is 
responsible for carrying out the Title lV-0 Child Welfare 
Services and Title IV-E Foster Care Maintenance Payments and 
Adoption Assistance Programs initiated by p.L. 96-272, the 
Adoptions Assistance and Child Welfare Act of 1980. The 
Department serves 43,000 abused and neglected children at any 
point in time; 29,000 of chese youngsters are dependents of 
the Juvenile Court (20,000 of these are in foster care). 

We applaud the Committee's concern about this very important 
issue and thank you for including us in this discussion. 

My statements today, will focus on how the dependent care 
system will be stressed by children with AIDS: 

The increased severity of abused and neglecced children 
coming into the Child Welfare System - the impact of drug 
abuse and sexual molestation; 

Activities at the local level to begin to address issues 
of young children with AIDS; 

The resource implications and specialized care needed in 
both the Child Welfare and Foster Care programs. 
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CHILDREN AT RISK; GREATER NUMBERS. MORE HARM 



The past five years have seen a major increase in the 
allegations of child abuse and neglect. This reflect:5 
mandated child abuse reporting statutes and community 
awareness and attention. In conjunction wit;i the growth in 
reported incidences, the severity of cases has also 
increased. The child welfare/foster care systeiA has seen a 
dramatic increase in the numbers of high risk children 
needing child protective services. Incidences of substance 
abuse and sexual molestation are of particular concern. 

CHILD WELFARE/DRUG ABUSE INTERACTION 

Of primary importance to child welfare advocates is the 
correlation between AIDS, drug abuse, and sexual molestation. 
Comparable to other human service agencies, child welfare has 
seen the unfortunate increase in drug-related incidents which 
endanger children. Our Juvenile Court intake statistics on 
dependency petition filings demonstrate this pattern. A 
petition is a legal document submitted to the Juvenile Court 
by the children's services worker containing allegations to 
show why a minor should be declared a dependent child of the 
Juvenile Court. The goal of initiating Juvenile Court 
actions is to protect the child. Our 1981-1986 data on 
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petition requests demonstrate the alarming increase in 
allegations of substance abuse: this includes drug 
withdrawal/ingestion by young children as well as 
debilitating drug use by a child's parents. 

* Excessive drug use by a parent: 
1981 - 241 cases 

1986 - 2,857 cases; a 1100% increase 

* Drug ingestion of minor or infant in drug withdrawal: 
1981 - 132 cases 

J 1986 - 1,363 cases; a 933% increase 

In 1981, substance abuse related referrals represented 4.09% 
of the total 9,133 petitions filed. 

In 1986, substance abuse related referrals represented 21% of 
the total 20,096 petition filed. 

Of particular concern is the increase in these petitions 
between 1985 and 1986. Parental drug abuse increased by 60%. 
Drug ingestion by a minor increased by 69% in the same one 
year period. This demonstrates that substance abuse is 
expanding not only on a cumulative basis, but also cn a 
geometric basis I 
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Our Board of Supervisors has recognized the growing problem 
of substance abused infants and has instructed our Chief 
Administrative Office to coordinate the efforts of County 
Departments to develop recommendations and activities to 
address this problem. This includes a media campaign, 
development of protocols on maternal substance use and 
neonatal drug withdrawal and coordination of efforts among 
our local law enforcement agencies and the Departments of 
Health Services and Children's Services, 



Pregnant women who use drugs present an enormous national 
problem. Hospitals, Departments of Social Services and 
law enforcement are seeing an increasing number of 
infants j are born under the influence or ad<?icted to 
drugs, ^rugs involved include PCP, heroin, cocaine and 
other illegal drugs. Often, mothers use more than one 
drug. Newborns whose parents are prostitutes and/or 
intravenous drug abusers are at a high risk of being 
seropositive and contracting AIDS. 

Effects of Drug Use 

There are many harmful effects of prenatal drug exposure. 



Problem 
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These infants have special needs that require special 
care. 

Infants born to substance abusing women character- 
istically are premature, ^rly nourished and 
neurologically abnormal as a result of their drug 
exposure. 

Mental retardation and seizure disorders are now 
well-recognized complications of fetal drug ana 
alcohol exposure. 

Other problems include sleeping and feeding 
disorders, vomiting, diarrhea, tremors, high-pitched 
crying and excessive movements; increased risk of 
Sudden Infant Death Syndrome (SIDS) . 

The follow-up studies of these children have shown poor 
growth and developmental delays, when they enter school, 
they are almost sure to have learning problems. 

Investigation and Protection 

Th4 Department of Children's Services (DCS) is working 
with county-wide law enforcement agencies to develop 
procedures that will trigger an immediate investigation 
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of children living at the home of an arrested drug 
suspect* 

We have an Emergency Response Command Post to respond to 
referrals 24 hours a day, seven days a week. It is 
designed to provide an immediate investigation by a CSW 
after normal department working hours. CSWs arc housed 
at six law enforcement stations throughout Los Angeles 
County. 

We support, and vork with .law enforcement toward, the 
goal of referring drug cases where there is a suspicion 
that drug activity has endangered children residing in 
the home. We have also emphasized with law enforcement 
that whenever their officers have questions concerning 
the safety of a child in a drug case, they should refer 
the case to DCS for evaluation, even if the children are 
not taken into temporary custody. 

Permanency Planning 

Infants are generally placed with relatives or foster 
parents until parents are able to provide safe care. 
Mother/child residential treatment centers are few and 
needed. 



ERIC 




104 



In November, 1986, the average number of children in our 
shelter's nursery was 90! 

Equally disturbing is the fact that young children are 
increasingly being placed in group homes rather than in 
foster families. The number of foster family spaces for 
infants and toddlers has remained approximately even at 
7,800 over the past six years, while the number of spaces 
for these little ones in group homes and institutions has 
increased from 70 in 1980 to 170 now - with at least 64 
more spaces opening in three new facilities by April 
1987. 

It is clear that current trends in foster care may show 
young children more often placed in group homes and 
institutions. Given what we know about the social and 
physical isolation that is attendant to AIDS and even 
AIDS-Related Complex (ARC) , young children so arf licted 
may have significantly reduced hope for foster placement 
with a nurturing family. Not only will the social costs 
be greatj the fiscal ramifications for the foster care 
system are enormous. 

Because of the debilitating effects drug abuse has on 
parents, these children may not return home and may be 
freed for adoption. However, potential adoptive parents 
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are now expressing reluctance to adopt these children 
because of the "timebomb" medical unknowns these children 
potentially represent. As the tie between maternal drug 
use and pediatric AIDS becomes more pronounced, the 
chances of adoption - or even placement with relatives - 
may decrease significantly. 

The child welfare system may then be confronted with a 
growing number of "legal orphans" - despite our best 
permanency planning efforts. Unfortunately, I am afraid 
we are just beginning to understand the potential 
magnitude of pediatric AIDS 



SEXUAL ABUSE AND AIDS 

Referrals of children who are the victims of sexual molesta- 
tion have also increased since the enactment of P.L. 96-272. 
In 1981 there were 1,361 sexual abuse petitions filed in 
Juvenile Court. In 1986 there were 3,778 such cases; a 178% 
increase. 



on children and their families 



on foster care resources 



on medical resources 
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Given what we know of the linkage between sexual contact and 
AIDS, children who are victims of sexual abuse would seem to 
be at higher risk of contracting AIDS or ARC. Unfortunately, 
child welfare professionals may soon De confronted with young 
children who are not only traumatized by the sexual abuse 
they have experienced, but also by medical (even life- 
threatening) realities they may face later in childhood and 
adolescence. 

TEEN PREGNANCY AND AIDS 

As we know all too well, teen pregnancy is increasing 
nationally at a disturbing rate. Teens, then, present two 
potentially critical problems when we think about AIDS: 

adolescence is a time of sexual awakening and can include 
sexual experimentation. To the extent that AIDS is 
linked to numbers of sexual contacts, teens — especially 
those who are disturbed and alienated from their families 
may be at higher risk of contracting the disease; 

pregnant teens may compound the problem by being at risk 
to aids/arc themselves and by having a baby similarly 
afflicted. 
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LOS ANGELES COUNTY, CHILD WELFARE, AND AIDS 

In response to community concerns on the implications of 
AIDS, our Department has developed protocols and policies to 
anticipate AIDS cases, as there is no AIDS crisis in the 
Child Welfare system — yet. 



The Los Angeles County Department of Health Services AIDS 
Report for December 31, 1986, shows that of the 2,559 cases 
reported, only 15 are pediatric. The incidence of pediatric 
AIDS has always been, and currently remains, very low in Los 
Angeles County. The children at greatest risk are those who 
received blood or blood products transfusions prior to March 
1985, and infants born to mothers who engage in risk behavior 
including prostitution and intravenous drug abuse. As AIDS 
appears to be expanding in the general population ^ our 
Department has taken a comprehensive planning approach to 
anticipate problems in dealing with this volatile issue. 



Although the placement numbers are small, AIDS or AIDS 
I^elated Complex (ARC) impacts our Department in three ways: 



It affects some of the children we serve. 

It affects our foster care providers, and 

It affects our social work staff in their professional 

capacities and their personal concerns. 
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Protocols have been developed to provide staff with factual 
information about: 



how AIDS is and is not transmitted 
confidentiality requirements 

personal and environmental hygiene procedures, which may 
be shared with foster care providers 
AIDS testing 

uniform policy and procedures for the placement of 
children with AIDS, ARC and positive AIDS virus (HIV) 
tests, and, 

AIDS resources for counseling, education, and support 
groups. 



Overall goals of our AIDS policy are to: 



Provide appropriate placement settings for children with 
AIDS or ARC; 

Assure that no children in placement. Departmental staff, 
or foster care providers are at risk because of 
co-'placement or contact with a child with AIDS; and to 
Educate staff and foster care provideri; how to accomplish 
those two goals. 
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Children who have AIDS or ARC but who are well enough to be 
in a foster care setting should be placed with the smallest 
possible child population. This is for their own sake, to 
limit their exposure of the viruses and germs of other 
children. 

We also recommend that no more than one child with AIDS or 
ARC be placed in any foster/group home at any given time. 

* This is to protect the ill child; and 

* To limit the stress on the caretaker, as caring for a 
child with a possibly fatal illness is physically and 
emotionally draining. 

Children who test positive to the AIDS antibody but do not 
have AIDS or ARC do not require special placement procedures, 
but confidentiality requirements and hygiene procedures are 
to be followed. Our Department of Health Services staft are 
available to counsel and train foster care providers who are 
willing to care for children with AIDS and ARC. 
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The Department is working to develop a pool of foster 
parents specifically trained to deal with substance abuse 
babies. Recruitment is targeted on health services 
professionals . 

We are working with the Augustus Hawkins Mental Health 
Center and King/Drew Medical Center to expand substance 
abuse training for foster parents. 

We are also working with UCLA on a Federal grant to 
jointly train foster parents and public health nurses to 
care for infants exposed prenatally to drugs. 

Our Staff Development Section has incorporated substance 
abuse t *aining into our ongoing in-service training 
prograo for line children's services workers and foster 
parents. 

FOSTER CARE PAYMENTS 

Because of the severity of the problems faced by drug 
addicted infants and the need for ongoing supervision, a 
"specialized" care increment is added to the payment rate 
for these infants. 
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Our basic foster care monthly payment for children ages 
infant - four years is $294.00. We have added an 
additional $261.00 to bring the payment to a total of 
$555.00 per month. 



RESOURCE IMPLICATIONS: CAN P,L, 96-272 BE FULLY IMPLEMENTED? 



These difficult problems demand more sophisticated service 
programs, foster parenting, and specialized group care. Los 
Angeles County recommends creative funding approaches focused 
to maximize existing resources and increase development of 
specialized service programs to reflect the increased 
severity of cases. 

The increased volume of calls, combined with the increased 
severity of referral allegations, have demonstrated a 
critical **gap" in our child protection system — the 
availability of pre-placement preventive services. 

Because the primary concern of P.L. 96-272 is to protect the 
child while preserving the family unit whenever possible, the 
cornerstone of successful implementation rests with our 
ability to provide an appropriate array of supportive 
services to strengthen the family's ability to safely care 
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for the child. We believe it is essential that we analyze 
the problems our system has in meeting this goal. The 
increased severity of cases provides an obligation to review 
service needs and to take a fresh look at the gaps in our 
system in an effort to build an effective support network for 
families and children at-risk. Specialized needs such as 
treatment for AIDS, drug-addicted infants and victims of 
sexual abuse noed to be supported and develot/Od. Congress 
needs to recognize changes in society and in ♦■he composition 
of the children served by P.L. 96-272. 

As we explore ways to institute swch programs, the Department 
is reaching out to the private sector and is developing an 
cLpproach which recognizes that the community shades in the 
responsibility of protecting its children. We are forging 
service relationships, trying to streamline our referral 
system, and we are implementing pilot projects to try 
different intervention strategies. In order to make P.L. 
96-272 work, we need additional funding for ancillary 
services which can help a family improve their ability to 
raise children in a safe environment. For us in Los Angeles 
County, counseling, home-based services, and respite care 
will make that difference. 
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Priority attention should be given to the availability of 
emergency shelter care and appropriate placement resources 
for adolescents, infants, substance abused infants and 
hard-to-place children. If children must go into foster 
care, foster family homes should be recdily available. Group 
home and institutional placements — however appropriate for 
certain children should not be the sole placement option. 

The development of appropriate placement resources for the 
1980s requires coordinated action at the Federal and State 
levels among the social services, developmental services, 
mental health and health programs! The increased complexity 
of cases entering the child welfare system is demonstrating 
the multiplicity of problems that cut across categorical 
funding streams. The new realities of the 1980s also require 
the child welfare system to concentrate on improving inter- 
actions with these agencies and their local counterparts, as 
well as with law enforcement. 

Congress should initiate review of the child welfare and 
foster Cfkre system to strengthen the system established by 
P.L. 96-272. Issues needing attention include foster parent 
training, recruitment, licensing support and r?.te-setting. 
Particularly important is the availability and funding for 
emergency shelter c".-:e and appropriate placement resources. 
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We are approaching a difficult and demanding future as we 
confront the many problems of children and AIDS, Let's not 
be foolish and think that the window of opportunity will open 
sometime in the future. The opportunity is here; for the 
welfare of endangered children, let's seize it. 
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APPENDIX 

The Board of Supervisors in Los Angeles County has 
adopted the following legislative policy guideline; 
developed by the Department of Health Services in 
response to concerns identified in our community oi 
AIDS. 



o 
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POLICY GUIDELINE: AIDS AND AIDS-RELATED COMPLEX 



Favor legislation that increases eligibility and state and 
federal reimbursement for health care to AIDS-related Human 
Immunodeficiency Virus (HIV) patients" " ' 



ISSUE STATEMENT: 

AIDS is probably the greatest public health threat of the 
20th Century. In Los Angeles County from November 1985 to 
June 1986, 634 cases have been reported averaging 
approximately 80 cases per month. Approximately 56% of 
reported cases are already dead. Hospitalization costs for 
AIDS patients are now covered under the Medi-Cal (Medicaid) 
Program. There are many individuals, however, who are being 
admitted to county hospitals, who do not fall under the 
definition of AIDS. They suffer from AIDS-Related Complex 
(ARC) and ^^re not covered by the Medi-Cal Program. ARC is a 
term with various Interpretations but it usually means 
antibody positivity with specific -rlinical symptoms or 
illnesses short of the Federal Centers for Disease Control 
(CDC) definition of AIDS. 

There is a need at both the state and federal levels to base 
eligibility for funding on the totality of the AIDS-related 
infection which is presently being referred to as Hrnnan 
Immunodeficiency Virus or HIV, Eligibility for services for 
HIV patients would allow counties to be reimbursed under 
Medi-Cal and Medicare not only for individuals with AIDS as 
defined by the CDC, but also for services to individuals from 
the point of HIV infection. 
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POLICY GUIDELINE: AIDS-RELATED COMPLEX - MEDICAID (MEDI-CAL) 
ELIGIBILITY 



Provide that a diagnosis of an AIDS-Related Complex (ARC) in 
an individual shall create a presumption of disability for 
the purpose of determining eligibility for Medi-Cal > 



ISSUE STATEMENT: 

Existing state law provides for presumptive disability due to 
an AIDS diagnosis. In addition, AIDS is recognized under the 
federal Social Security presumptive disability criteria. 
However, there is no presumptive disability due to AIDS- 
Related Complex (ARC) under state or federal law. 

The County Department of Health Services estimates that 
county facilities provide care for 20% to 25% of all AIDS and 
ARC patients receiving hospital care. The cost of treating* 
these patients is high because of their longer than average 
hospital stays, need for psycho-social support services and 
other factors. 

This legislative proposal could result in additional federal 
and state financial assistance to counti^es to help offset the 
•costs of health care to AIDS and ARC -patients. ^ . 
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POLICY GUIDELINE: AIDS - WAITING PERIOD FOR MEDICARE 
ELIGIBILITY 



Favor legislation that would eliminate the 24-'month waiting 
period for Medicare eligibility when Social Security 
disability is based on AIDS. 



ISSUE STATEMENT: 

Existing federal law requires an individual to be in receipt 
of Social Security disability for 24 continuous months before 
he/she is eligible for Medicare. AIDS is recognized under 
the Federal Social Security presumptive disability criteria. 

Data estimates compiled by the Centers for Disease Control 
indicate that California has a disproportionately high 
percentage of AIDS patients, reported at approximately 23% of 
the total AIDS patients nationwide. 

Existing law provides for the presumption of disability for 
the purpose of determining eligibility for Social Security. 
However / once AIDS has been diagnosed, the short survival 
span often precludes AIDS-victims from"ever obtaining 
Medicare .coverage because they' die before 24-month waiting 
period elapses, even though they have qualified for Social 
Security disability. 

This legislative propoa^al would enable an individual 
diagnosed with AIDS and eligible for Social Security 
disability to, in addition, immediately qualify for Medicare, 
thereby providing faster financial assistance to offset the 
cost of health care. 




ERIC 



120 



POLICY GUIDELINE: AIDS-RELATED COMPLEX - MEDI-CAL 
REIMBURSEMENT RATE 



SUMMARY: 

Establish a pilot program to determine the appropriate level 
of Medicare and Medi-Cal reimbursement rates for treatment of 
Human Immunodeficiency virus (HIV) patients and expand 
Medi-Cal coverage to provide alternative modes of post-a cute 
care, 



ISSUE STATEMENT: 

Existing federal law authorizes Medicare after two years of 
disability for persons diagnosed with AIDS, as defined by the 
Centers for Disease Control. State law authorizes 
presumptive disability based on an AIDS diagnosis for 
Medi-Cal assistance. It also specifies the services 
qualified for assistance under the Medi-Cal program of which 
most are inpatient services. Reimbursement for outpatient 
services is very low. In addition, reimbursement for 
alternative modes of care such as in-home medical services 
arid hospice care is limited. Acute hospital care costs 
significantly' more than the alternatives of home health, 
ski-lled nursing and. Kasj>ice care. 

This legislative proposal to establish a pilot project would 
provide a basis for determining the extent to which 
additional state and federal financial assistance to counties 
is necessary to help offset the cost of providing care to 
AIDS and ARC patients and would provide for a better 
determination of the use of alternative and less costly modes 
of care. 
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COUNTY OF LOS ANGELES 
DEPARTMENT OF CfflLDREN'S SERVICES 



ADMINISTRATIVE DIRECTIVE 



SUBJECT: 



DATE 



PROTOCOLS FOR DCS CHILDREN WITH AIDS, 
AIDS-RELATED COMPLEX (ARC) , AND POSITIVE 
HIV TESTS 



REFERENCE: Memoranda from Jean Mcintosh to Williara E. 

Stevens and Helen Ramirez, dated December 4, 
1985 and January 7, 1986, Re: Children Wich 
AIDS 



CANCELS: 



Above-referenced 
memoranda 



FILE IN: CSH 
AH 
DH 



9000 
6-6 
59000 



CANCEL DATE: 



This is to provide protocols for all DCS staff who cone 
into physical ccr.tact with children with AIDS, ARC and 
positive AIDS virus (HIV) antibody tests in Bureau of 
Protective Services cases. Bureau of Adoptions and 
Community Services cases, or at MacLaren Children s 
Center r and for those staff vho have access to c?se 
records and information. 

These protocols are based on the most up-to-date medical 
and legal information available. They are designed to: 
1) reassure staff that they are not at risk within the 
caseworker-child relationship with a child who has AIDS, 
AIDS-Related Complex (AP.C) , or is HIV positive; 2) describe 
the routine hygiene measures to follow in caring for 
these children; and, 3) implement placement proceuures 
which are in the best interest of these children. 

This material is effective immediately. 

II. OVERVIEW 

This material is divided into the following major 
subjects: 

Part Ill.r DEFINITIONS, provides definitions of AIDS 
teminology » 
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Part IV., PERSONAL AND ENVIRONMENTAL HYGIENE . describes 
how AIDS is transmitted, how it is not .transmitted, and 
the routine hygiene procedures which should be used by a 
person who comes into contact" with the body fluids of an 
AIDS, ARC, or HIV positive child. - 

Part v., PLACEMENT PROCEDURES , describes the procedures 
and resources for placing a child with AIDS or ARC into 
a foster card setting. ' " , • 

Part VI., SPECIAL CONSIDERATIONS , discusses aspects 
which are unique to AIDS, ARC and HIV positive casGs, 
and lists resources for dealing with AIDS-related needs. 

Part VII., HIV ANTIBODY TESTING , discusses how and when 
individuals can obtain testing. 

DEFINITIONS 

A. HIV is the acronym for human immunodeficiency 
virus. This is the current name for th*» virus 
which causes AIDS. It has replaced earlier 
terminology, e.g., arV (AIDS-associated 
retrovirus), LAV (lymphodenopathy-associated 
virus), and, the term most commonly used in the 
United States, HTLV-III (human T-cell lymphotropic 
virus type iii; , 

HIV, HTLV-III, ARV, and LAV all refer to the 
AIDS-causing virus. 

B. OPPORTUNISTIC INF.^CTIONS are infections which would 
normally either not loe Tound, or produce only mild 
illness, in a person with a normal immune system. 
When a person's immune system is suppressed, 
however, opportunistic infections result in 
serious, jften fatal illnesses. 

The opportunistic infections most conmonly 
associated with AIDS are: Pneumocystis carinii 
pneumonia (PCP) ; a type of cancer, Kaposi's sarcoma 
(KS) ; candidiasis (yeast infections) ; persistent 
cytomegolovirus (CMV) ; unusually extensive herpes 
of prolonged duration; cerebral toxoplasmosis; and, 
a rare form of TB. 

C. ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS) is a 
disorder m which a person's immune system is 
severely suppressed. It is caused by the HIV 
virus. 
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Presence of HIV alone does not constitute 
< "full-blown" AIDS. In order for a person to be 
diagnosed as having AIDS, the virus, immune system 
suppression, and an opportunistic infection must 
all be present, . ' ' - 

The symptoms of HIV infection include: unexplained 
weight loss; severe night sweats?, swollen lymph 
nodes not attributed to another illness; profound, 
unexplained fatigue; persistent, prolonged, and 
unexplained diarrhea; un'^xplained, persistent, 
heavy dry cough; blurred vision and severe 
headaches? easy bruising; and, rashes. 

D. AIDS-RELATED COMPLEX (ARC) , also known (somewhat 
inaccurately) as "pre-AIDS" is the presence of 
HIV in a patient who exhibits some or all of the 
symptoms of HIV infection but not an opportunistic 
infection . 

ARC does net inevitably develop into AIDS, although 
it may. 

E. HIV POSITIVE means that a blood test has indicated 
the presence of antibodies to the HIV virus. This 
means that at sone point the i;erson has been 
exposed to the virus and the irrjrune system has 
responded by producing antibodies. 

People who have the antibody but are otherwise 
asyrptcn»atic for AIDS or ARC are referred to as 
"HIV positive only." This condition does not 
inct'itt^bly begin a progression to ARC and/or AIDS, 
although it nay. These people may be capable of 
transmitting the virus through risk behaviors, as 
described below. 

IV. PERSONAL AND EKVIRONMEKTAL HYGIENE 

A. There arc two pricary methods of avoiding the AIDS 
virus. They are; 1) avoidance of "risk 
behaviors'"; and, 2) routine hygiene practices. 

Since HIV is transmitted most readily via the blood 
and/or semen of " a person with the virus, "risk 
behaviors" arc those which bring a person into 
intimate contact with these fluids. The most 
common routes of transmission are: intimate sexual 
contact; sharing of unsterillzed hypodermic 
needles; blocd or blood products transfusions given 
prior to March, 1985; and maternal transmission to 
an unborn or newborn child. 
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Although- HIV is often cleadly to its host, outside 
the body it is actually a fragile virus, easily 
killed by many*common household products, e.g., 
soap, detergent, bleach, Lysol, hydrogen peroxide, 
and isopropyl alcohol. 

HIV is not transmitted by any form of contact which 
is appropriate between a caseworker and a child or 
a foster parent and a child. It is not airborne; 
therefore it is not transmitted througH coughing. 
It is not transmitted through the saliva or tears 
of an AIDS patient. Although the virus has been 
found m these fluids of some patients, 
the quantity is too small to pose a risk to a well 
person. 

Several long-term studies of health care workers 
who care for AIDS patients and family members who 
live with AIDS pa'jients have shown that close, 
non-sexual shared living arrangements with a person 
with AIDS have not transmitted the virus. This has 
been shown to be true even among fanilies with 
questionable hygiene practices and where no special 
precautions were taken because it was not known 
that the person had AIDS. These studies show that 
the virus is not transriitted from toilet seats, 
doorknobs, dishes, eating utensils, drinking cups, 
or swii-uning pools. AIDS is not spread by talking 
with an AIDS patient, shaking hands, hugging, 
casual (as opposed to "deep") kissing, or phvsical 
proximity. 

Caseworkers and foster care providers observing the 
simple hygiene routines listed m Part IV. E., can 
safely care for and be with a child with AIDS, ARC, 
cr a HIV positive test. 

It is safe to carry these children m your arns, 
transport them in your car, hug then, hold their 
hands, dry their tears, change their diapers, or 
give them a kiss on the cheek. Protective clothing 
or devices are not needed by caseworkers or foster 
care providers except when the wearing of 
disposable gloves is recommended, as described in 
Part IV. B.l.b. and c. 

AIDS is a bloodborne infectious disease. Although 
it is known that it is very difficult to transmit 
by non-intimate methods, it is a disease and 
common-sense precautions areTndioated. as with 
any other bloodborne infectious disease, there are 
recommended hygiene practices to follow. 

They are equally applicable to AIDS, ARC and 
HIV positive cases. 
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PERSONAL HYGIENE 

a. Do not allow the child, to share 
toothbrushes or razor blades. 

b. Avoid blood-to-blood contact. If you 
have a skin rash or an open cut on your 
hands, wear disposable gloves while 
cleaning up spills of blood, semeHr 
bloody saliva, urine, feces, or vomit. 

If you do have skin contact with these 
substances, wash the affected areas with 
soap under running water for 10 seconds. 

c. Wash your hands with soap before and 
after changing a diaper. Gloves are not 
needed unless the fecej are bloody, in 
which case, disposable gloves may be 
used. The AIDS virus has not been found 
in feces itself. 

d. If the child is drooling, wipe up the 
saliva with a tissue and discard the 
tissue. Wash your hands with soap. 

e. If the child bites you and draws blood, 
wash the area immediately with soap and 
vater . As you would with any human bite 
voundt see a doctor . 

If -this occurs in the course of your DCS 
^ duties, report the incident to your 
supervisor and follow the established 
Industrial Accident (lA) procedures. 

There have been.no known instances in 
which AIDS has been transmitted via 
biting; it is considered an extremely 
remote possibility. 

t. Oood hygiene dictate's that food-sharing 
(i.e.( more than one person eating the 
same piece of food, such cs a hot dog, 
ice cream bar, piece of chicken, etc.) 
not be permitted. No other n:ealtime 
restrictions are necessary. The child 
with AIDS can use the community Cable, 
dishes, glasses, and eating utensils, and 
be served "family-style" (i.e., from a 
common serving dish) . 
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2. ENVIRONMENTAL HYGIENK 

These practices are applicable for staff who 
have physical custody of children at DCS. 
offices and for foster cure proVide'rs.' 

a. Clean up spills of semen, blood, bloody 
saliva, urine, feces, .or vomit on 
surfaces such as floors, countertops, 
bathtubs, etc. with a solution" of ten 
parts water to one part ordinary 
household bleach. Dispose of the rag or 
paper towel used in a leakproof container 
(e.g., a plastic bag) and put in an 
outdoor trash container. For body fluid 
spills on bedding, clothing and other 
washables, see laundering procedures, in 
"d", below. 

b. Baby bottles should be cleaned and 
sterilized as usual. 

c. It is not necessary to wash the child's 
dishes and utensils separately. Just 
wash them with hot, sudsy water, rinse 
and dry thoroughly, either by hand or 
automatic dishwasher. 

U. The child's clothing may be laundered 
with other family members' clothing, 
using ordinary laundry detergent, unless 
it has been soiled by the child's blood, 
semen, urine, feces, and/or vomit. Use 
of regular or non**chlorinc bleach is 
recommended, as with any heavily soiled 
diaper. 

Clothing soiled with body fluids should 
be. washed separately, using norr.al 
procedures. Do add 1/2 cup of regular or 
non-chlorine bleach to the wash cycle. 
Heavily soiled items (e.g., cloth 
diapers) may require presoaking. 

Disposable diapers should be placed in a 
leakproof container (e.g., a plastic bag) 
and put in an outdoor trash container. 

e. Sharing of toys has not been shown to 
transmit AIDS. 
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A. 



The Children at grUf^it ? Angeles" County 
received blood or blood ^^^I" '^h"" "ho ^* 
to March, 1985,%nd ?nfa^" S"' ^^nsfusions prio 
engage in risk behaviorf ^° ""thers „h5 

Host caseworkers win „ 

HIV positive cSIld^'n Tetr cr^"^^^°^' ^^C, or 
^^y, cases -which .will be rf J ^^^f^o^d. For those 
following guidelines fir nf^"^^ DCS, "t»>e 
developed. ^ Placement have beai 



CHILDREN'WITH AIDS 
1. 



4. 



is"n ?e"Ll?o'n"anTa'?.^° «'>°se Atos 

i-e., they can go to sci,^f actually iU; ""^ 
engage in play Activities" ^tc? 

child"e"\rio^%%°r|^,%^° Pl-e ^hese 

«e at risk of "i^fecUor^^^S^In """"" 'hey 
■=SSr-yiei£own sakes in "'^her children 

the smailii^i;,?^^!' ^^ould be placed ' 
^i^h this in mind, a s"a??^."r""e P°"il>le. 
J^-|jecond Choice,' ^nirir,rirZ\Zt'' 

Pl-ce°d"in^''a%°?|-3^^1^^jith «DS should be 
possible. ^ " ^^^^ setting, if 

ref^^ir^'d^.-.^-- AIDS should not be . 
Plac-jment because of '^f^?^ ^^n'er for 
from exposure tl vrrusel/ap'" ^^ild 
present in the HCC popuU??;"" "^^^^ ""^ "e 
reasons explained in s ten 5 
ffster home would be the^rlf «C 
placement resource "^jP^^ef erred emergency 
that AIDS could br-diaon^ 5°"ible, howevei, 
already been admittedf^^^o^^Sf^" " ^is 
is a procedure (described f„ ^* reason, there 

the caseworker and his/K^^ 

nis/ner supervisor/ 
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Staff f/£om the Special Placement Unit (i£ 
' the child is at MacLaren) ; and; 

ataff from 'che Foster Care 'Resources 
Section. If a foster family home is the 
placement of choice, the representative 
shall be the Licensing Deputy, (or 
designee) who can Le telephoned at (213) 
418-2016. If a group hone placement is 
planned, the representative shall be the 
Supervisor, CCIEU, (or designee) who can 
be telephoned at (213) 418-2850. 

In addition, the Director, Juvenile Court 
Health Services has offered the resources of 
his medical staff, if needed. This would 
include participation in the case staffing, 
talking with potential foster caro providers, 
and visiting the foster care facility to teach 
AIDS care precautions to the foster care 
provider. This assistance can be requested by 
calling the office of Dr. Charles Baker, at 
(213) 226-8723. 

The physician who is treating the child -hould 
also he asked for his/her reconwendations, if 
any. 

CHILDREN WITH aIDS-RELATED COMPLEX (ARC) 

Follow the same procedures as with AIDS, described 
in V.B., above. Although the ARC child is at less • 
risk, the same cautions are advised. 

CHILDREN WHO ARE HIV POSITIVE ONLY 

::o special placement procedures are required, 
ur.less the child has high-risk behaviors, i.e., 
those which involve thi excha.^7e of blood/semen. 
In such instances, the case star/ing procedure 
described in step 4., above, shali be followed to 
determine the appropriate placement setting. These 
children are asymptomatic and can be placed in any 
appropriate foster care setting. However, because 
the child may carry (and therefore be capable of 
transmitting) KIV, the procedures and information 
in Part IV., PERSONAL AND ENVIRONMENTAL HYGIENE, 
And Pcirt v:., SPECIAL CONSIDERATIONS, are 
applicab le. 
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E. PAYMENT RATES 

Because of the sjJecial care needed for these 
cnildren, the r2 rate is rocoiwiended for foster 
family homes. 

F. For special procedu!:es regarding completion of the 
SOC 154/156 and other case recording, see Part 
VI. A. 

G. SHARING PERSONAL AND ENVIRONMENTAL HYGIENE 
PRECAUTIONS WITH FOSTER CARE PROVIDERS 

Part IV. of this Directis^e, PERSONAL AND 
ENVIRONMENTAL HYGIENE , is printed separately as 
Attachment I. when a child who has AIDS, ARC, or 
is HIV positive is placed in a foster care setting, 
the caseworker shall photocopy Attachment I and 
give the copy to the foster care provider. 

SPECIAL CONSIDERATIONS 

A. CONFIDENTIALITY 

1. All DCi case records are confidential. All 
medical records are privileged infornaticn. 
AIDS, J robably more than any other aspect of 
case information, must be held in the most 
strictly observed confidence possible. The 
consequor.ces of casual or inappropriate 
disclosure can have long-range negative 
implications for the child, caseworker, foster 
care provider, and other children in the 
fonter care facility, as woil as for the 
families of all of those people. 

2. There are certain parties whc win need to be 
informed that a child has AIDS, ARC, or is 
HIV positive. 

a. Those who must be told are the 

caseworker, the foster care provider who 
has agreed to 30cept the child for 
placement, an*5 the child's medical 
practitioners (including dentist) . In 
ad-Sition, the child's parents or legal 
guardian shall be told (absent a court 
order to the contrary). The parent/ legal 
guaidian shall be offered AID^ 
counseling. See Part VLB. 
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When selecting a foster care placement, 
do jiot^ disclose the child's naisC until 
the placement is definite.- 

Tell the foster care provider exactly 
what the child's status is (AIDS, ARC, or 
HIV positive), and advise him/her of the 
need to maintain confidentiality. Do not 
write these terms on the SOC 154/156. 
Instead, enter "body fluids precautions* ** 
This is necessary to prevent inadvertent 
and inappropriate disclosure, because 
these forms may be seen by persons who 
should not know the child's medical 
condition. 

b. Each person who gains access to this 
information must keep it in the strictest 
confidence. The SCSW shall advise all 
persons who have access to the case of 
their duty to safeguard the confidential 
nature of the information. 

c. There are other people to whom this 
inforoiition might be appropriately 
dif>closed. Such decisions must be made on 
a case-by-case basis, after careful and 
conservative analysis of the person's 
need to know. Remember, because of the 
ways the AIDS virus is transmitted^ most 
people who come into contact with the 
child do not need to knovT It in doubt, 

^ request Guidance from Or. Baker, 

Director, Juvenile Court Health Services, 
or his desig.-.ee, at (213) 226-8723. 

If it is then decided that disclosure 
seems necessary, the CSW shall petition 
the court for permission, following 
standard procedures as described in 
DH 36400. 

An exanple of a person who night need to 



school. If it is decided to inform the 
principal, it shall be done verbally and 
only to him/her directly. Don't leave 
a message with the secretary that 
"so-and-so has AIDS." 
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n^^r^f"":?^? reasons for informing the 

include: ^ lioitations on 
S^^f^"'"/^^^''^^^" recon^ended by the 
child's doctor, child is not conipletelv 

Miinr''^"^?^?' ^^^^^^ ^ :.IstSrrSf^ 
biting or violent behavior. 

d. The parents of other children in the 

parties who have a need to know. They 
shall not be informed of the health 

fs'iav ^Jm ^^"^ AIDS, ARC, or 

IS HIV positive, except under 
extraordinary circumstances, in such 
instances, the CSW shall follow the 
procedures described in "c-, above. An 
^hen it might be appropriatS 
S?«h^^?^S*S VP^" learning that^ 
cv^hZno^'ci^J^''^^''^ ^^-^^ blood/semen 
exchanges) has occurred between the AIDS, 

child?' P^^itiv<^ child and another ' 

e. The policy of obtaining a court order to 
disclose to parties other than the foster 
cara provider and the medical ^^^^^^ 
practitioner shall be observed unless an 
g^^;g^^-^r condition exists. An example 
of an ener/jency would be if the child 
needed resusitation and a firefighter was 
preparing to do direct mouth-to-mouth 
resusitation. it would be appropriate to 
A?n^ ^^S/^^<^?i9hter that th?^^S?ld"as 
AIDS, ARC or is HIV positive so is) he can 
use appropriate infection-control 
alternatives. 

Case recording which discloses that the child 
has AIDS, ARC, or is HIV positive shall be 
^cpt in the "Privileged/cSnfid.intial 
fUnSfr?^ «"y<^iopc «c<i to safeguard all 
con^iJi'^^H"" information. Forms which vould 
M^n^^*" specifics regarding nhe child's 

?SH ili^^ f?";*'^''""''''/*' envelope, see 
nrL ?i °;^? procedures for separating 
hf^n« infonflation. NOTE: CSH 13100^is 
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B. COUNSELING 

1. Ca.scworkers should be sensitive to the very 
likely possibility that the child (if (s)he is 
mature enough to understand the implications , 
of having AIDS, ARC or being HIV positive) , 
the child's family, and the foster care 
provider may need counseling. 

2. '^Counseling** includes group and individual 
counseling, enotional support groups, 
one-on-one emotional support, AIDS education, 
and information services. 

Sexually active gay, bisexual, and non-gay 
youth may require age-appropriate counseling 
regarding their sexual practices. When 
selecting a counseling resource for a gay or 
bisexual child, special care shall be taken to 
ensure that the resource can meet the special 
information needs of that child. Children 
with hemophilia and children who received 
blood or blood products transfusions prior to 
March, 1985 may also need counseling geared to 
their special circumstances. A third group 
with possible specialized counseling needs are 
current and former intravenous drug abusers. 

3. Initial counceling shall be done by the 
caseworker to determine if specialized 
services are needed, and if so, to 
identify tham and make appropriate 
referrals. 

C. RESOURCES 

The following agencies offer a range of 
AIDS-related services and have agreed to be 
included in this Directive. 

1. AIDS Project/LA (APLA) 
7362 Santa Monica Blvd. 
West Hollywood, California 90046 
(213) 876-8951 



Services available: education, training, 
referrals to counseling and support groups. 



NOTE: APLA*s services are available to gay, 
bisexual f and non-gay people. 
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2. Hemophilia Center, Orthopaedic Hospital 
2400 S. FlQwer Street 

Los Angeles,- California 90007 
(213) 742-1000 ' " 

Services available: educational counseling 
and support for childiv^r. with hemophilia and 
AIDS, their families and foster caregiver*?; 
comprehensive diagnostic treatment and care 
for children with hemophilia and AIDS. 

3. Hemophilia Foundation of So. California 
33 S. Catalina Avenue 

Pasadena, California 91106 
(318) 793-6192 

Services available: no structured program at 
this time. Call and describe the child's 
needs and they will try to provide the 
service. Limited to children with hemophilia 
and AIDS, their families and foster 
caregivers, 

4. HOTLINES 

a. 1-8C0-922-AIDS (operated by APLA, Mon-Fri 
12:00 noon - iO:00 p.m.. Sat and Sur. 9:00 
a.r:.. to 3:00 p.m., local time), 

b. 1-80C-342-2437 (operated by the 
Department of Health and Human Services' 
(HHS) Centers for Disease Control, 

t. Mon-rri 8:30 a.tr.. to 5:30 p.m., EDT. 
Provides f»ped informational messages) . 

c. 1-S00-447-AIDS (also operated by HHS 
:!cn-Fri 8: 00 "a.m. - 7:00 p,ro, EDT), 

d. 1-800-221-7044 (operated by the National 
Gay Task Force, NY, Mon-Fri 3; 00 p.m. to 
9:00 p.m. , EDT) . 

5. Juvenile Court Health Services, DHS 
[213) 226-8''23 

Services available: Dr. Baker or his designee 
will participate in placement staff ings, 
mforr. and train the AIDS child's foster care 
provider about the child's needs and AIDS 
precautions, (see Part V.B.4) and consult 
as-needed or. disclosure of the child's health 
status (see Part VI. A.2.C). 
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6. Los Angeles Gay & Lesbian Community 

Services "Center (LAGLCSC) 
1213 N. Highland Avenue > 
Hollywood, California 90038 
(213) 464-7400 

Services available: Counseling, information, 
education, services referrals, 

NOTE: The AIDS-related services of LAGLCSC 
are available to gay, bisexual, and non-gay 
people. 

7. Shanti Foundation 

9060 Santa Monica Blvd., Suite. 301 
West Hollywood, California 90069 
(213) 273-7591 

Services available: ercotional support groups 
and one-or-one volunteer support 



VII. HIV AKTIBODY TESTING 

The policies and procedures described in this Directive 
apply to children who have already been diagnosed as 
having AIDS, ARC, or being HIV positive. Caseworkers 
may also be asked about being tested for AIDS, or having 
high-risk nevvborr.s and other minors tested. 

There it a test which detects the presence of antibodies 
to HIV ir. a person's blood. There is at this t;ne no 
test to detect or diagnose AIDS itself. The presence of 
the HIV antibodies merely nsans that the person has at 
some time been exposed to the virus. 

No testing of minors may be dene without the signed 
consent of a parent or an order frcru the court. CSW's 
nay not authorize this test. 

"Casual" (i.e., just out of curiosity or groundless 
fears) testing is strongly discouraged. Kost people who 
have a positive HIV test will remain asymptomatic*. They 
will not develop AIDS or ARC. A small percentage, 
however r will. Individuals who consider being tested 
need to consider the effect of the test results, 
physically and emotionally. Anyone who tests KIV 
positive should be referred for AIDS counseling and 
education services. 

For those persons who are advised by their doctors to be 
tested, or f[or those who have strong reason to believe 
they have bepn exposed/ anonymous testing is available 
at the follo^jing ^IV Antibody Alternative Testing Sites. 



Thfc tests are frejs. 
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1. Edmund D. Edclman Health Center 
1213 North Highland Avenue, 

.Los Angeles, California 90038 
(213) 464-7400 Ext 306 ' ' 

1:00 p.m. to 4:30 p.m. - Information 
(213) 464-7276 10:00 a.m. to 12:00 noon 
Appointments only, Tues-Sat. 

2. Long Beach Health Department 
2655 Pine Avenue, Room 111 
Long Beach, California 90806 
(213) 427-7421 - Information 
Walk in - Tuesday 8:00-11:00 a.m. 

3. The Center - Long Beach 
2020 East 10th Street 

long Beach, California 90804 
(213) 434-3089 Information 
Walk in: Tues & Wed., 4:00-8:00 p.m. 

Certain newborns (primarily those whose parents are 
prostitutes/intravenous drug abusers) ai.d other minors 
are at high risk of contracting AIDS. If there is 
reason to believe that a child is at risk, the CSW shall 
ask the physician caring for the child if an antibodies 
test would be appropriate. If the physician says "yes", 
the CSW shall ask the parent to sign the consent, or, if 
the parent cannot or will not, petition the court on a 
DCS 4225 for permission for the doctor to perform or 
order the test. Ho test shall be performed on any child 
without written parental consent or a court order. The 
decision to.^seek the test must be a ncdical, not a 
casework, de'cision. 

VIII. QUESTIONS 



A. Technical questions about AIDS, ARC, and HIV 
positives should be directed to the resources 
listed in Part VI. C. 

Stafr are reminded to safeguard confidentiality if 
specific case circumstances are discussed. 

B. Staff requiring assistance m locating or selecting 
a foster care placement are referred to Part V., 
PLACEMENT PROCEDURES. 



ERIC 



140 



136 



D. 



RLCrJMI 
EJR:cd 



Medical questions regarding a specific child with 
AIDS, ARC, or a HIV positive test may be directed 
to Dr. Charles Baker, Medical Director, Juvenile 
Court Health Services, at (213) 226-8723. ■ - ■ 

Questions regarding DCS AIDS policy and procedures 
should be directed by staff at DCSA level or above 
to Eileen J. Ritchie, Program Specialist, at (213) 
482-2806. 




Attachment 



Lists I, II, III, IV 
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Attachment I 



PERSONAL AND ENVIRONMENTAL HYGIENE 

There are two primary methods o^ avoiding the A7DS 
virus. They are: I) avoidance of "risk 
behaviors", and 2) routine hygiene practices. 

Since HIV is transmitted most readily via the blood 
and/or semen of a person with the virus, "risk 
behaviors" are those which bring a person into 
intinate contact with *:hese fluids. The most 
common routes of transmission are: intimate sexual 
contact; sharing of unsterilized hypodermic 
needles; blood or blood products transfusions given 
prior to .March, 1985; and, transmission from ari 
infected mother to an unborn or newborn child. 

Although HIV is often deadly to its host, outside 
the body it is actually a fragile virus, easily 
killed by many common household products, e.g., 
soap, detergent, bleach, Lysol, hydrogen peroxide, 
and isopropyl alcohol. 

HIV is not transmitted by any form of contact which 
is appropriate between a caseworker and a child or 
a foster parent and a child. It is not airborne; 
therefore it is not transmitted through coughing. 
It is not transmitted through the saliva or tears 
of an AIDS patient. Although the virus has been 
found in these fluids of some patients, the 
quantity is too small to pose a risk to a well 
person. 

Several long-term studies of health care workers 
who care for AIDS patients and family members who 
live with AIDS patients have shown that close, 
non-sexual shared living arrangements with a person 
with AIDS have not transmitte'd the virus. This has 
been shown to be true even among families with 
questionable hygiene practices and where no special 
precautions were taken because it was not known 
that the person had AIDS. These studies show that 
the virus is not transmitted from toilet seats, 
doorknobs, dishes, eating utensils, drinking cups, 
or swimming pools. AIDS is not spread by talking 
with an AIDS patient, shaking hands, hugging, 
casual (as opposed to "deep") kissing, or physical 
proximity. 
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Caseworkers and poster care providers observing the 
simple hygiene routines listed in Part B., can 
safely care for and be with a child with AIDS, ARC, 
or a HIV positive test. 

It is safe to carry these children in your arms, 
transport them in your car, hug them, hold their 
hands, dry their tears, change their diapers, or 
give' them a kiss on the cheek. 

B. AIDS is a bloodborne infectious disease. Although 
it is known that it is very difficult to transmit 
by non-intincttc methods, it is a disease and 
common-sense precautions areTndicated. As with 
any other bloodborne infectious disease, there are 
recommended hygiene practices to follow. 

They are equally applicable to AIDS, ARC and 
HIV positive cases. 

1. PHRSCK'AL HYGIENE 



a. Do not allow the child to share 
toothbrushes or razor blades. 

b. Avoid blood-to-blood contact. If you 
have d skin rash or an open cut on your 
hands, wear disposable gloves while 
cleaning up spills of blood, semen, 
bloody saliva, urine, feces, or vomit. 

It ^ ' '^o have skin contact with these 
subs* ^, wash the affected areas with 
soap u running water for 10 seconds. 

c. Wash your hands with soap before and 
after changing a diaper. Gloves are not 
needed unless the feces are bloody, in 
which case disposable gloves may be used. 
The AIDS virus has not been found in 
feces itsolf. 

d. If the child is drooling, wipe up the 
saliva with a tissue and discard the 
tisiuc. Wash your hands with soap. 

e. If the child bites you and draws blood, 
wash the area immediately with soap and 
water. As you would with any human bite 
wound, see a doctor . 
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There have been no known instances in 
which AIDS has been transmitted via 
biting; it is considered an extremely 
remote? possibility* 

f." Good hygiene dictates that food-sharing 
(i.e., more than one person eating the 
same piece of food^ such as a hot dog, 
ice cream bar, piece of chicken, etc.) 
not be permitted. Nc other mealtime 
restrictions are necossary. The child 
with AIDS can use the community table, 
dishes, glasses, ana eating utensils, and 
be served "family-style" (i.e., from a 
common serving dish) . 

2. ENVIRONMENTAL HYGIENE 

These practices are applicable for staff who 
have physical custody of children at DCS 
offices and for foster care providers. 

a. Clean up spills of semen, blood, bloody 
saliva, urine, feces, or vomit on 
surfaces such as floors, countertops, 
bathtubs, etc. with a solution of ten 
parts water to one part ordinary 
household bleach. Dispose of the rag or 
.paper towel used in a leakproor container 

(e.g., a plastic bag) and put in an 
outdoor traPh container. For body fluid 
spills on bedding, clothing and other 
washables, see laundering procedures, in 
"d", below. 

b. Baby bottles should be cleaned and 
sterilized as usual. 

c. It is not necessary to wash the child's 
dishes and utensils separately. Just 
wash them with hot, sudsy water, rinse 
and dry thoroughly, either by hand or 
automatic dishwasher. 

d. The child *s clothing may be laundered 
with other family members' clothing, 
using ordinary laundry detergent, unless 
it has been soiled by the child's blood, 
semen, urine, feces, and/or vomit. Use 
of regular or non-chlorine bleach is 
recommended, as with any heavily soiled 
diaper. 
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Clothing soiled with body fluids should 
be washed separately, using normal 
procedures. Do add 1/2 cup of regular or 
non-chlorine bleach to the wash cycle. 
Heavily soiled items (e.g., cloth 
diapers) may require presoaking. , 

Disposable diapers should be placed in a 
Icakproof container (e.g., a plastic bag) 
and put in an outdoor trash container. 

Sharing of toys has not boon shown to 
transmit AIDS. 
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Chairman Miller. I am sure I am not going to do him justice, 
but I feel a little bit like Einstein after the advent of the Atomic 
Age, when he said that the bomb, in fact, had changed everything 
but our thinking. 

And when I listen to this, I think back ten days ago or two 
months ago when we were sitting here talking about the budget 
battles in the Congress, and we are thinking how do we steal an- 
other $4 or $500 billion for Title XX and how do we steal some 
money for Title IV-B to correct the almost criminal situation I 
think we now have in California with foster care. 

Ms. Mcintosh, you are telling me that that is really irrelevant at 
this point. Toddlers and infants used to be the children we could 
not keep in the system because nobody wanted an adolescent. They 
were more expensive, they were more independent, and they prob- 
ably did not like you anyway, and, so, adolescents were right at the 
bottom. That was the traditional problem and also the notion when 
we reformed the foster care system: if we simply would put more 
money into the system, the studies told us, in terms of reunifica- 
tion and preplacement and work with these families, we could 
return a good number of these children home. You are telling me 
there is no home to ^o to for a growing number of children certain- 
ly within your jurisdiction. 

I am sure youi jurisdiction is not outrageous compared to what 
we can expect in Alameda or may have already. Certainly my col- 
leagues from the East Coast are telling me they are starting co ex- 
perience this. 

It makes you rethink the institutionalization of children; it 
makes you rethink about the public worry of children, whether it 
is because of AIDS or because of drugs or what have you; and it 
makes you obviously rethink the kind of decisions that we would 
be willing to make. 

The question is whether or not the child born with AIDS should 
be granted an entitlement to those things that are necessary for 
any victim of AIDS. I.et us not limit it to that. I give a lot of 
speeches about children who end up in outrageous situations 
through no fault of their own, but vou are sitting here along with 
Dr. Benjamin and Dr Grossman, who was telling us about children 
entering the system because their parents took drugs, sexually 
abused them, and they now are the victims left behind. 

The question is, what kind of society are we in terms of the treat- 
inert of thosr children. There are no federal programs for children 
like thpl bec^ ase in the political mind of my colleagues, with all 
due respect, t .^se children are a little tiny universe. They fall be- 
tween all these programs. 

You are telling me that is a rapidly growing universe. 

Ms. McIntosh. That is exactl ' right. I was just :oming here from 
a meeting of the California Welfan Directors Association, where 
members from all counties discussed this issue amonc/ others. 

What I was amazed to learn is that not only ih tl.e larger urban 
counties but also in a lot of the smaller counties, we are seeing 
really growing numbers here, and we now in the state are needing 
to thinK through what our policies need tc be for these children. 

Mr. Stark. May I say something? 

Chairman Miller. Yeah. 
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Mr. Stark. I just wanted to add, Ms. Mcintosh, you mentioned 
blending of funds. Remember that you are dealing with a guy 
named Swoap who, in my mind, has the mind of a piranha and the 
heart of a Doberman Pinscher, he wrote the book on block grants, 
which is nothing more than a buzzword for this present Federal 
Administration to put them all together and then cut them. 

From a practical standpoint, is wise to keep some of these pro- 
grams separate? At least when the Administration tries to elimi- 
nate their funding, the constituents support them, the Congress, by 
trying to fund them individually, is going to end up getting you 
some money. 

If you let the Swoaps and the Reagans of the world have their 
wfiy, we will turn it all over to the states and the counties. J just 
wanted to interject that. As I think you are right, if we give you 
the money to do it, I think it will be wonderful, but it is a real dan- 
gerous world. 

Ms. McIntosh. Yes, your point is well taken. We suffer greatly 
now from block grants that have taken place in the past. 

I think the concern is that there be mechanisms within the fund- 
ing streams that permit the use of these funds to funnel towards 
the victims and not to have the victims have to match only a single 
category in order to receive a single slice. 

Mr. Stark. I agree with that. 

Ms. McIntosh. I appreciate your comments. Thank you. 
Chairman Miller. Dr. Benjamin? 

Dr. Benjamin. It may even go a little bit further because even if 
some money were there and could be granted to many counties, 
those counties who have already seen that this issue in health is a 
major one and have decided to use those monies in that arena, may 
haie already approached the Gain limit and they have got big 
problems. You cannot put anymore in it. 

So, what do we do with the money if we even get it? 

Chairman Miller. Yes? 

Mrs. Boxer. I just think that this panel has been an outstanding 
one for all of us, and I think when you are talking about an emer- 
gency situation, that we have got to do something about the Gain 
issue, with all due respect. 

Epidemics do not obey the laws of tax initiatives. 

Dr. Benjamin. Or economics. 

Mrs. Boxer. And we had better come to grips with that as a soci- 
ety or we will not have a society. 

1 have a couple comments and a couple questions. I am a fairly 
optimistic person, and I have been trying to find some little thing 
to cling to here, and the only thing that there is to cling to is AIDS 
is a preventable disease. You are the second physician who has 
drummed that into my mind; the other one being Art Ammann. I 
do not know if you know him. He is a pediatric AIDS doctor, who is 
now doing research on vaccines. 

So, knowing that, it seems to me that we have got to separate 
this problem into two. One is the people who are already exposed 
and the horrible problem that this presents us hera, we cannot do 
anything to unexpose them. We did not know anything, we have 
got to deal with that, and Pete Stark and his committee are going 
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to have the outflow of that and how we will fund this and so will 
the Budget Committee. 

And, then, the other is preventing it, and we know now that con- 
doms prevent AIDS. If they are used properly and if they work, 
and it is really hard for politicians to talk about things like this, 
and you do not understand . . . 

Dr. Benjamin. But I think we do. I think we do. 

The Chairman Miller. We develop an adult stammer. They did 
not know they had it their whole life, but apparently it was there. 

Mrs. Boxer. So, the thing is we have to stop having that and we 
have to get— I know I have seen it happening in the churches and I 
see it happening in the schools. It is evident. So, it seems to me 
that we have to have a vaccine, and the only vaccine is education— 
period. That is it. That is a vaccine. Education prevention. So, we 
have to have a program to do that. If we are going to get anjlhing 
out of this, it is certainly that because, if we do not do that, then 
the society will be overrun with this thing. 

Could you respond to that? I mean, I think you need television 
because you can reach, as you point out, these kids through the 
schools, but you need to have a massive television campaign be- 
cause everybody watches television. 

Dr. Benjamin. If I may and then Ms. Mcintosh. 

Mrs. Boxer. Yes. You all may respond. 

Dr. Benjamin. I think you all are absolutely right. The mass 
media is the only way that we can do anything and had not just as 
a small example this prevalent study that we have done, that we 
did here in this county, had that not gotten TV coverage, we would 
not have done anything. 

I am not as optimistic as you would even like me to be because 
what I look at as an epidemiologist are surrogate markers of sexual 
behavior, and what we have seen here is . . . 

Mrs. Boxer. What do you mean? 

Dr. Benjamin. What other markers of sexual behavior can we 
look at besides AIDS? Okay. Syphilis. In the last year, in this 
county, hepatitis B, which is transmitted exactly in the same way 
except there is some household transmission of Hep-B, there is not 
household transmission of AIDS, has increased by forty-two per- 
cent S^hilis, up twenty-one percent. Gonorrhea, up fourteen per- 
cent. If this was the stock market, I would say buy. 

When you look at the percentage in terms of infectious syphilis 
of those who are gay or bi-sexual, in 1983, twenty-nine percent of 
our syphilis cases in this county were gay men. Last year, it is 
down to nine percent. What does that mean in the face of an in- 
crease of twenty-one percent in syphilis, it is increasing the general 
heterosexual population. The message is not getting out. Not get- 
ting out. 

Mrs. Boxer. But it got out in the gay community and you have 
dramatic decreases in these other areas. 

Dr. Benjamin. It got out and we had outstanding 

Chairman Miller. On that point, should we be impressed in 
terms of viewing what is possible, should we be impressed in terms 
of the educational programs that have gone on within the gay com- 
munity? 
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Dr. Benjamin. Absolutely. Absolutely. The problem, if I may- 
yes. 

The Chairman Miller. When we see the risk that is involved 
and we see the declines in these numbers and studies, that should 
tell us that education, in fact, can be accomplished. Is that what 
you are saying? 

Dr. Benjamin. What— the comment— if I can translate that com- 
ment a little bit into something that may be a little more useful, is 
if we wait to count cases, we are at least five years too late, at least 
five years too late, and that is why the problem reached the magni- 
tude it did in the gay community, because we did not know what 
was going on. We know now and it is the gay community that has 
led us to that. 

We now have an opportunity to prevent further spread and right 
now, as you say, we are at about the same point in this epidtmic 
now as we were with polio in the late forties and early fifties. We 
knew very well the epidemiology of the disease. We knew how it 
was transmitted. My parents refused to let me go swimming in 
public places during the summer in tYa forties and fifties, and we 
are now waiting for another Jonas Salk to come along, but until he 
or she comes along, Jonas Salk, we have only got education, and it 
has been effective. It has been effective in the gay community and 
I was astounded at how effective it was just this last month here. It 
works. 

We have got to really use that, and, again, now. 

Chairman Miller. Obviously, there have been numerous success- 
es, but I guess I am just so cynical after the recent episode of the 
Congress dealing with drugs in our society and what happened 
before and after the election. But I think baci: to an effort when 
the President of the United States was running for re-election, he 
brought together, I think it was something called, the Tuesday 
Club. He brought together the very best minds in public media to 
sell him to the American public and to win that election, which 
was a strategy that we as politicians look to in terms of where he 
went for his advice. My concern is that the Congress, in a fit of 
emotionalism, can vote a billion dollars in education this year and 
then, in a fit of political reality, that the Congress looks back six 
months and decides next year that that billion dollars was a waste, 
nothing happened. 

How do we develop a national curriculum, a national effort. It is 
not a question of whether we want to do it in Wyoming or L.A.; it 
is a question that it must be done. If we are not getting hysterical 
and— your testimony is based upon reality, and I just worry that 
the billion dollars gets kind of 

Dr. Benjamin. In my political naivete. 

Chairman Miller. You know, like Contra money, eveiybody 
sucks it off and nobody gets a rifle or something. 

Dr. Benjamin. In my political naivete, about six or nine months 
ago, I decided that since this country was launching into this war 
on drugs, spearheaded by the Reagans, I might write a letter to 
Nancy Reagan, and I did, and the letter said, gee, I think you are 
doing a real good thing, and this is some evidence that we have 
about how AIDS is transmitted. Do you not think it is high time to 
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incorporate tLls in your message. You have not heard it? It is time 
and, yeah, I will not go into the rest of what you have not heard. 

Mrs. Boxer. Mr. Chairman? 

Chairman Miller. Yes. 

Mrs. BoxEft. In raising this very question with the panel of doc- 
tors in Los Angeles, their comment was that they were backing 
Henry Waxman's budget which comes down just below a billion, 
about half of it for education and the other half research and also 
a little piece for some model programs and treatment, and a piece 
for drugs, making sure that we gst the drugs out to those that need 
them. 

They made the same point you did. We have got to be real care- 
ful that we do not just tnrow money at this thing and then have a 
bad reaction, and they suggested, and it is in the form of a bill by 
Jerry Lewis, a national commission on AIDS, which would oversee 
this thing. 

I at first thought, you know, not another commission. You think 
you are doing somethhig when you have a commission, but I really 
think that this makes good sense, and we will take a look at that 
when we put together our recommendations. 

Could I ask one question? 

Chairman Miller. You may ask all the questions you want. 

Mrs. Boxer. The last thing I wanted to comment is empowering 
the women to say no, and I agree with you, but I would hope that 
that is not all that we put out on that message. 

Dr. Benjamin. Please do not misconstrue that. 

Mrs. Boxer. We have got to be responsible. 

Dr. Benjamin. Absolutely. 

Mrs. Boxer. Because the woman just cannot s'l there by herself 
and say no, we really need to support that and the men are going 
to have to work to take the responsibility and not just let the 
women take it. 

Dr. Benjamin. Absolutely. I did not mean to suggest that. 

Mrs. Boxer. I know you did not, but 

Dr. Benjamin. That is just one other avenue. 

Mrs. Boxer [continuing]. I am supporting what you are saying. 

Chairman Miller. We were obviously discussing the need, and 
the flip side of that should not be that the male can be a jerk, you 
know, and we were a little worried about that. 

Mrs. Boxer. So, we want to see some priorities. 

My last point regards this hemophiliac situation, could you put 
into numbers for me, you said that seventy to ninety percent of he- 
mophiliacs have been exposed because they have those transfusions 
before we knew how to make the blood supply safe? 



What does that mean in terms of numbers: 

Mr. WiLUAMS. Well, if the nuubers that I have given are correct, 
there are about 20,000 hemophiliacs in the United States. Our fi& 
ures would tend to say a higher proportion, towards the ninety per- 
cent rather than the seventy percent figure, of those individuals 
who were born prior to 1985 have received the concentrates which 
have the virus and have, therefore, been exposed to the virus. 

So, you can use Dr. Benjamin's five year model. If you look for- 
ward five years, you can expect that what<5ver the attack rate is, 
(we now into an area that is not administrative and I am not 
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an expert,) but the attack rate will determine the question of how 
many of those patients will, in fact, develop the disease. 

It is going to be a large number, and the point of the financial 
side, as I have indicated, is you must add those costs on too of the 
costs of treating the underlying disease. Frankly, there is not a lot 
of information known cn how do you treat hemophilia and AIDS 
together and what it costs. Th' I is where the cost implication will 
be. 

Mrs. Boxer. Well, I think where this impacts on my chairman's 
field of interest here is on children because if we do have these 
drugs that prolong life, which we want to see, and these people 
have babies, people with AIDS having babies with AIDS, I just 
think it is a profound situation for us. 

Mr. Chairman, I do have to go. As usual, you have provided us 
with a format that is exceptional. Thank you. 

Chairman Miller. Thank you. Thank you. 

What is the stigma involved if the hospital is going to be desig* 
nated either formally or informally as an AIDS hospital? 

Mr. WiLUAMS. Well, thank you for asking for that question. 

Chairman Miller. Whether a children^ hospital or a general 
hospital. 

Mr. Williams. If I could respond to, first of all. Dr. Grossman's 
point, I do not agree with Dr. Grossman on this point. I think Chil- 
dren's Hospitals, at least, and the facilities that care for children 
see AIDS children as people who are sick; as individuals who are 
the reason we as institutions exist. We treat them at Children's 
Hospital at Stanford and most Children's Hospitals see these chil- 
dren as patients with major infectious disease problems and we 
would treat these kids like other patients. 

So, I do not thir' that the concept of setting up a separate 
system makes sense for children, I think the numbers may be an 
issue here. There are smaller numbers of children that are likely 
to come down with this disease for all the reasons we have said and 
childrens hospitals can accommodate them probably. 

I think the issue is really getting a stable funding source so that 
their care can be paid for within the current environment of health 
care financing. 

Chairman Miller. I understand that, but when we are dealing 
with a certain level of ignorance within the public as to the nature 
of AIDS, and a certain level of hysteria as a result of that, what 
are the ramifications if people start saying to their doctors, I do not 
want to be admitted to that hospital? 

Mr. Williams. Well, 

Chairman Miller. Especially if the hospital has patients that are 
losers in terms of financial reimbursement, what if the hospital 
makes just a simple econ(;mic decision, we better not expand our 
involvement with this caseload, we will not take that caseload, be- 
cause we are starting to hear from doctors that their patients do 
not want to have surgery in this facility or they do not want their 
children or parents or what have you at this facility? 

Is it realistic? Is it going to be a problem? 

Mr. WiLUAMs. I think it is an issue. First of all, education be- 
comes the answer to the issue. We know, at least so far as any re- 
search has been able to be done arid research has been done very 
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intensively among hospital employees to see whether it is possible 
for this disease to be transmitted other than by the major ways dis- 
cussed earlier. 

There has not been, to my knowledge, a single case of a hospital 
staff member turning antibody positive with the AIDS virus as a 
result of caring for either children or adults. We need to get that 
message out to parents, in the case of children, and to the popula- 
tion at large, that the disease is preventable, that you are not going 
to catch it by having these people in your apartment or by having 
them in the bed next to you. Children's Hospitals, in particular, 
care for large numbers of patients who have some sort of a conta- 
gious disease or infection. That is part of the nature of pediatrics, 
and we have mechanisms for controlling the problem of infecting 
others— patients or staff. 

So, I think that there should not be a stigma, but I think it is a 
real issue at this point until the education level becomes higher. 

Chairman Miller. You obviously have seen the stigma within 
another part of the social services systems in terms of foster care, 
with people making a decision that they are not going to partici- 
pate. 

Ms. McIntosh. That is exactly right. What we are seeing is 
trying to educate our prospective foster parents and group home 
operators and so forth that they can care for these children, s^ely 
for the children and safely for themselves. 

Chairman Miller. Lret me a^'^k you since we have the chief of in- 
surance here-^the reaction that you are getting from a potential 
foster parent is not an unrealistic reaction. If I think I am going to 
bring a foster child home or adopt a child and put that child on my 
health care policy and that is going to lead to cancellation of my 
policy, along with the coverage for my children and my spouse, it is 
a rational decision for me not to become an adoptive parent or a 
foster parent. 

Ms. McIntosh. Well, I think if we look at the added impact of 
social isolation, the education system being somewhat reluctant in 
some cases to take the children, all of those kinds of impacts, then 
we see the one compounding the other, and we see families who 
really do vfant to care for these youngsters, for example, and who 
may be willing to take some risks in terms of offering physical 
care, not being able to withstand the social pressure and the finan- 
cial realities that these children may present. 

Mr. Stark. Chairman, yield? You make a good case for the coun- 
ties to start risk pools. Insurance companies are not going to do it. 
They will exclude it and risk pools would be the answer. Say it is 
an ep'^eptic or somebody with diabetes who has trouble getting in- 
sural. -V. It seems to me the fair way is for everybody to chip in 
with their fifty cents a month on their own policy and pay for 
these risks, because if Uiey do not pay for it, the price is going to go 
up anyway. We will pay for it through our real estate taxes or we 
will pay for it through higher costs for our own insurance. 

Chairman Miller. Well, thank you. Thank you very much for 
your participation in the panel and with the committee. Certainly, 
this committee and the entire Congress is going to continue to need 
your additional help. 

Pete, thank you for sitting in with us this morning. Thank you. 
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Mr. Stark. Thank you, Mr. Chairman. 

Chairman Miller. The next panel that we will hear from will be 
Dr. Sylvia Villarreal, who is from the Department of Public Health 
and a Physician Specialist, City and County of San Francisco; Wil- 
liam Barrick, who is a Program Manager for the AIDS Project here 
at Alta Bates/Herrick Hospitals; and Marcia Quackenbush, who is 
Coordinator of Youth and AIDS Prevention Project, University of 
San Francisco, AIDS Health Project in San Francisco. 

Come forward, and we will recognize you in that order. 

Is John Schwartzberg here? Dr. Schwartzberg is sup^^osed to be 
here. 

Again, we want you to proceed in the manner in which you are 
most comfortable. To the extent that you want to summarize, I 
would appreciate that. Also, to the extent that you want to com- 
ment on something you heard before, where you think there needs 
to be a correction or an elaboration to complete this record, feel 
free to do that also. 

Dr. Villarreal? 

STATEMENT OF DR. SYLVIA VILLARREAL, DEPARTMENT OF 
PUBLIC HEALTH, PHYSICIAN SPECIALIST, CITY AND COUNTY 
OF SAN FRANCISCO; SAN FRANCISCO DEPARTMENT OF 
HEALTH AIDS MINORITY TASK FORCE; BOARD OF DIRECTORS, 
CALIFORNIA CHILDREN'S LOBBY, SAN FRANCISCO, CA 

Dr. Villarreal. As a pediatrician and a Hispanic, I am very con- 
cerned about ethnic and racial minority children and their risk of 
AIDS. My area of expertise is children in the marginal society. Of 
the total 423 pediatric AIDS cases reported as of January 26, 1987, 
60 percent are black children, and 23 are Hispanic. That is 93 per- 
cent of all the children with AIDS are children of color. 

These data are even more startling when one realizes that the 
black population comprise eleven percent of the total U.S. popula- 
tion and Hispanics only seven percent. Most of the infants and chil- 
dren are infected during pregnancy. It has been found that 86 per- 
cent of these children with AIDS have at least one IV drug using 
parent. 

In New York, 20 to 30,000 children have been born to IV drug 
using mothers between 1982 and 1986. These are Puerto Rican and 
black babies. If we assume a conservative, thirty percent rate of 
transmission from infected mothers to their babies, there are esti- 
mated to be 6,000 HIU infected infants in the New York-New 
Jersey area. In San Francisco, in 1987, we predict using similar cal- 
culations 14 babies will be born to high risk IV drug using mothers. 

San Francisco's numbers are relatively small compared to New 
York. We only have six children, three are black, one Hispanic, 
and two children with transfusion recipient AIDS. How do we ex- 
plain some of these relatively low numbers in contrast to the New 
York-New Jersey? Perhaps we in San Francisco are enlightened. 
We have organized quickly enough in the marginal society to pre- 
vent the transmission of AIDS. It could be the natural delay of the 
transmission to the West Coast or it could be that we have just 
been damn lucky. 
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An AIDS advisory committee has been organized to advise the 
Director of Public Health in San Francisco on AIDS-related condi- 
tions and problems, and mental health issues of the black, Hispanic 
and Asian communities. Currently, the Department of Public 
Health is conducting outreach and funding to people of color ad- 
dressing education and prevention, especially our IV drug using 
population. 

The startling disparity in the representation of minority children 
with AIDS reflects the real basic problems of the marginal society. 
Poverty, low education, and drug abuse. I believe that the following 
policy issues need careful scruting and attention. 

First, the medically-fragile child. It is critical to state that the 
HIV infected child be included in the definition of the medically- 
fragile child. As you know, that means children who are similar to 
chronically ill infants or low birth weight infants, and that their 
care is very specialized, and their health easily deteriorates. 

If these children become medically-fragile, then parents and 
foster parents can get at least a little bit more money for their 
care. Further research needs to be done to define both in-hospital 
and home placement needs and costs. 

Currently, New York City is hospitalizing HIV positive children, 
who are not clinically ill, because of the inability to secure ade- 
quate placement. Reasonable effort in compliance with S.B. 14 
should be made to ensure that parents, both natural and foster, 
have adequate training and supervision for those children who go 
to their homes. 

The second problem is the AIDS child in foster care. There are 
two major problems facing the social service departments in the 
disposition of children at risk AIDS, and one is antibody testing of 
the at-risk children, and, again, these at-risk children are children 
of color, and the second is placement of HIV positive children. 

We must adhere to rigorous standards to protect the rights of the 
child and the parent, in order to decide to test or place the child. 

Ethical issues of confidentiality must be adrlressed before any 
testing is allowed. The rights of the natural parents must be 
upheld by the existing laws, and this includes visitation rights, due 
process, and reunification if at all possible. 

The third and really the most critical item is prevention and 
education of the marginal child and family. Racial, ethnic, and cul- 
turally specific and sensitive education must be financed and tar- 
geted to the communities of color. 

Previous models, it was talked about by the first panel, used for 
gay populations may not be appropriate or sensitive to the needs of 
diverse people. Hopefully, we can use what has been done in the 
gay community and work in conjunction with gay leaders to edu- 
cate minority populations. 

Mr. Millor, as you know, there is much stigma associated with 
AIDS as a gay disease in minority communities and homophobia is 
rampant. We must educate people that AIDS is a non-sexist and 
non-racist disease and it affects everyone. 

I will briefly mention that an important group to target is the 
minority adolescents, especially the high risk teen pregnancy, espe- 
cially in the Black and Hispanic community. 
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I thank you for your generous time and attention. It is now noon. 
It is only through our concerted effort on the local, state, and fed- 
eral level that the epidemic can be stopped. Perhaps the problems 
of the poor may never be alleviated, but AIDS-related illness in 
poor children must be prevented. 

Thank you. 

[Prepared statement of Sylvia Villarreal M.D., follows:] 
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Prepared Statement of Sylvia R Villarreai*, M.D. 



It IS indeed an honor to present before you and your 
esteemed committee on the important topic of AIDS and the child. 
I will focus ray discussion on the area of my expertise: "Children 
of the Marginal Society. "1 

As a Pediatrician and a Hispanic, I ara very concerned about 
ethnic and racial Minority children and their risk of AIDS. Of 
the total A23 pediatric AIDS cases reported as of January 26, 
1987, 60% of the children are black, and 23% Hispanic. 2, 3 These 
data are even more startling when one reali2es that the black 
population represents only 11% of the total U.S. population, and 
His panics represent only 7%. Most of thftse infants and children 
became infected during pregnancy, it h«is been -found that 86% of 
children with AIDS have at least on» IV drug usvng pnrent. 

Peter Selwyn of Albert Einstein School of Medicine, 
estimates that 20,688 to 39,909 babies, the majority black and 
Puerto Rican, have been bom in the New York area to IV drug 
using mothers between 1382 and 1966. Assuming a 30% rate of 
transmission from infected mothers to their babies this 
conservative estimate suggests some 6,000 high risk infants are 
probably infected with HIV.* In San rrancisco, John Newmeyer, has 
used similar calculations to predict that 14 infants will be born 
to IV drug using mothers here in 1987.3 
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The nunber of childrsn in San Francisco infectsd from 1981- 
1986 have be«ns 
Tabls 1. 

AIDS IN CHILDREN 0-12 YEARS WHITE BLACK HISPANIC 



CHILD OF MISH RISK/AIDS PARENT 0 3 1 

TRANSFUSION RECIPIENT 2 0 8 

HEMOPHILIAC 0 0 0 



(DatA obtained by the San Ffancisco AIDS Activity Officv, 1987) 

Thv*9 relatively Io«» numbers are in stark contrast to New 
York and New Jersey's large and growing childhood population with 
AIDS* Perhaps we in San Francisco have organized c*ulvikly enough 
in the marginal society to prevent maternal transmission of AIDS. 
It may be natural delay of transmission, or it could be that we 
have just been lucky. An AIDS Advisory Committee has been 
organized to advise the director ot Public Health on AIi>S-reIated 
health and mental health issues of the black* Hispanic, and Asian 
communities. Current ly* the Department of Public Health is 
conducting outreach and funding to people of color addressing 
education and prevent ion* especially in the IV drug using 
population. 
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"Th* disparity in ropresantation of minority children with 
()ZDS raflttcts their living in the marginal society of poverty, 
loM education and drug abuse. 7 i believe that the following 
policy issue* need careful scrutiny and attention if we are to 
adequately address the problem of AIDS in minority childrens 
I. The medically fragilm child 
II. The PIDS child in foster care 
III* Preve n tion and Education of Harginiil Children and 
FamlLie* 
!• The Medically Fraails Child 

Tl<» HI'/-infctcted child should be included in the definition 
of the medically fragile child.S,9 Children with HIV-infection 
are similar to severely premature infants or low Dirth weight 
babies in that their care is specialized and their health easily 
deteriorates. Further research needs to be done to define both 
l7» hospital and hcse placement needs and costs. Currently, New 
York City is hospitalizing HIV positive children not clinically 
ill because of inability to secure adequate placement. 
Reasonable efforts, in compliance of SB 14, should be made to 
insure that parents (natural or foster) have adequate training 
and supervision for those children who can go to their homos. 
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lU AIDS Child in Foster C%r« 

Ther« arc^ tno major probl»w» facing social service 
departments in the disposition of children at-risk for AIDS. One 
is the antibody testing of at risk children, and the second as 
placement of HIV-positive children. Rigorous standards must be 
established to protect the rights of the child and parent in any 
decision to test or place a child. Ethical issues of 

confidentiality nust be addressed before indiscrleinate testing 
is allo*ied. The rights of the natural parent nust be upheld by 
the existing law» this includes visitation, due p*Hx:css and 
reunification if at all possible. 

III. Prevention and Education of Marginal Children and Families 

Racial, ethnic and culturally specific and sensitive 
education must be financed and targeted for the communities of 
color. Previous models used for gay and white populations may 
not be appropriate or sensitive to the needs of diverse peoples. 
Hopefully, we can use what has been done in the gay community and 
work in conjunction with gay leaders to educate minority 
populations. Unfortunately much stigma is associated with AIDS 
^- a -gay" disease in the minority community. 10 We must educate 
♦:hat It is a nonsexist and nonracist disease that attacks all. 
An important group to target is the minority adolescent.il 
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Thank you for your genarouft tiam and attention. It is only 
through concerted effort on the local, state and Federal level 
can this epidemic be stopped. The probletas of the poor may never 
be alleviated* but AIDS related illness in children must be 
prevented. 
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The Chairman. Thank you. 
Mr. Barrick? 

STATEMENT OF WILLIAM BARRICK, R.N., M.S.N., PROGRAM MAN- 
ACER, AIDS PROJECT, ALTA BATES/HERRICK HOSPITALS, 
BERKELEY, CA 

Mr. Barrick. Good afternoon. 

My name is Bill Barrick, and I am Program Manager for the 
AIDS Services here at Alta Bates/Herrick Hospitals. I am a regis- 
tered nurse, i have a Master in Science in nursing and administra- 
tion. 

I have worked in the epidemic f' -r four years, first at San Fran- 
cisco General Hospital, and most recently here at Alta Bates/Her- 
rick. 

In my mind, the issues of AIDS, which relate to your committee's 
work, are divided into four large areas: Vertical transmission of 
HIV from mothers to the unborn child, the risk to both mother and 
child, risks to young children existing in transfusions or Factor 8, 
the effect on children and adolescents whose parents or parent 
become infected and symptomatic of AIDS, and, fourth, the poien- 
tial for AIDS infection among adolescents experimenting with sex 
and drugs. 

I want to take just a few minutes to look at those and give you 
some scenarios based on our experience. With regard to vertical 
transmission of HIV, the first concern certainly would be to identi- 
fy the women who are HIV infected and counsel them with regard 
to pregnancy or continued prejnancy. The models developed for ge- 
netic counseling will play a large part in future programming. 

Our high risk pregnancy program has begun testing women and 
of twent3'-eight already tested, two have been found positive. 

With regard to AIDS in newborns at Alta Bates in the lent few 
months, four children have been born infected with HIV. The all 
too frequent principles have been an IV drug using mother who is 
discharged or leaves against medical advice within forty-eiglit 
hours of delivery, and the child remains in our nursery or who is 
transferred to the intensive care nui'sery at Children's Hospital, 
Oakland, while kicking the mother's habit. 

The child will stay for several weeks. During the first week, the 
mother may visit twice and during the second week, once. After 
the second week, the mother disappears and our social work team 
frequently then takes over and they eventually proceed to seeking 
legal conservation and medical fosterage. 

In support of Dr. Grossman's concerns with the California legis- 
lation on confidentiality of HIV results, we have specific problems 
in this area with regard to the fact that in California, it is actually 
illegal to inform the medical foster parents of a child's HIV positiv- 
ity. That has created tremendous educational difficulties which, in 
proactive programming here in Alta Bates on education of prospec- 
tive medical foster parents, we have been able to ameliorate some- 
what and raise the willingness of foster parents to care for these 
children. 
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But a particular concern also are the Hispanic and black moth- 
ers in whom the incidence of HIV virus is already nine to fifteen 
times higher than among whites. 

The issues of transfusion and Factor 8 are now controlled, al- 
though cases with long latency periods will continue to emerge for 
son i time. The general trend is downward for this population. 

I have grave concerns for a population of chilcfren and adoles- 
cents of two previously unidentified risk groups. It is my belief 
with support from East Coast communities with similar demo- 
graphics to the Alameda, Contra Costa Counties, that there will 
soon be a burgeoning population of suburban married men and 
women with AIDS. 

There is a sub:^-tantial but uncountable population of men in our 
society whose internal identification as heterosexual but whose be- 
havior is functioi^ally bi-sexual. These are men who have live in 
suburban middle^^lass communities where they are family men 
with wives and children. They also come into urban areas on occa- 
sion or frequently to have homosexual, sexual experiences. These 
men are at ri^k to develop AIDS in an environment where their 
wives and children are unaware of their risks. 

Among the wives and mothers of these families are women who 
are sexually active, unknown to tkeir families. These women will 
be at risk to acquire AIDS from men who are infected and pass the 
virus sexually. The effect on such family groups is and will be dev- 
astating. 

Finally and most frightening of all is the certainty of a burgeon- 
ing adolescent population with AIDS. For those of us who are par- 
ents and for those of us who are not, but ren^ .mber our own teen- 
age years, the feelings of immortality and invulnerability which go 
with those years will be familiar. 

Discussions of the morality of teaching safer sex and safer shoot- 
ing nriust be put aside in favor of a category to save the lives of our 
chiMren. We join with Dr. C. Everett Koop in recommending cur- 
ricula in our schools to meet this terrifying threat. 

We acknowledge with Dr. Paul Volberding at San Francisco Gen- 
eral that the public sector can no longer support the weight of the 
epidemic alone. Alta Bates has elected to meet th^ needs as we see 
them with a comprehensive program, including an AIDS out-pa- 
tient clinic, education, services, and case management and social 
services under one roof, known as ACCESS, which stands for AIDS 
Care, Community, EcVacation, and Support Services. 

However, it is just as sure that the private sector cannot support 
t. economic challenges of the epidemic without help from govern- 
ment. Case management, proactive social service programming, 
education, and similar services are not adequately supported by the 
reimbursing agencies to which private health care currently has 
access. 

We !ook to government for policy encouragement and fiscal sup- 
port. I would just like to respond to a queiti'on, Mr. Miller, you 
asked Mr. Williams of Stanford Children's Hospital with regard to 
stigmatization of health care facilities, providi^ng AIDS services. 

That is certainly something that we here at Alta Bates had to 
consider and discuss as we began to consider this bsue. I think that 
I can identify a number of processes that has led to a v/illingness to 
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do this. One has been the extraordinary solidarity of our medical 
staff behind the issues of caring for persons with HIV infection, 
and the rather impressive efforts of our public affairs people in 
presenting this to the community, and also the enormous support 
that we have been given by Berkeley City and Alameda County in 
making our entrance into this area. 
[Prepared statement of William Barrick follows:] 
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Prepared Statement of William Barrick, Program Manager for AIDS Services 
AT Alta Bates/Herrick Hospitals 

My name is William Barrlck# Program Manager for AIDS 
Services at Alba Bates/Herrlck Hospitals. I am a Registered 
Nurse and have attained a Master of Science In Nursl-ng with an 
emphasis In Administration. 

In the past few months# the offect of Human Immunodeficiency 
Virus (H'^v) Infection among women has begun to manifest as babies 
born at Alta Bates Hospital with (signs of the disease AIDS. Of 
4#266 births at Altc Bates In 1986# four recently delivered 
babies have been infected. The eventual number of affected 
Infants Is Impossible to determine at this time; the numbers ars 
not yet sufficient for statistical treatment. However* of 
twentyelght women thus far HIV antibody tested In a new program 
developed by our High Risk Pregnancy Program* two pregnant women 
have tested positive. When our experience Is viewed against the 
background of obstetrics on the Eastern Seaboard* the outlook Is 
^rlghtenlng. Certainly we agree viith Doctor C. Everett Koop that 
education Is the only effective vaccine we currently have. 

The concept of "risk groups'* which was a feature of AIDS 
epidemiological conceptualization was only accurate as long as 
the proportions of those Infected remained the same. With the 
recent Increases noted In heterosexual transmission* the concept 
of "risk behavior** has replaced that of ''risk group." To teach 
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and plan effectively* It must be understood that AIDS Infection 
Is the result of certain behaviors* not sexual orientations. The 
Committee will be concerned most with women who have AIDS as a 
result of Intravenous drug use* the children they bear and 
Infect* and the adolescent who experiments with sex and drugs. 
The best preventative medicine we know is to teach the "at risk" 
Individual how to avoid Infection. I will continually stress the 
Importance of education to women and adolescents. Of particular 
Importance Is the creation and expansion of services reaching 
Hispanic and black mothers — the Incidence of HIV Infection In 
their children Is already nine to fifteen times higher than among 
whites. Another education Issue Is the need for specialized 
teaching models appropriate to the needs of the Illiterate adult 
/and teenager whose ability to respond to most of our slide and 
overhead shows* pamphlets* and PBS programming Is greatly 
reduced. 

The Impact on clinical services before* during* and after 
birth Is already being seen In New York and New Jersey. 
California* being two to three years behind the East Coast In 
numbers* has a unique opportunity to prepare. Our prenatal 
services must work to Identify HIV positive mothers and advise 
them using many of the models developed for genetic counseling. 
Our perinatal services must take the appropriate precautions^ as 
suggested by the Centers for Disease Control, to protect the 
health care team during and after delivery of the infant. And 
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our postnatal services inust be prepared for le^jthy rollowup of 
the mother compromised by intravenous drug use ana HIV Infection. 

The Impact on clinical services for Infants and children 
will be more serious. Infant services will be seeing unknown 
numbers of children with chronic and mortal disease. The danger 
of llve-vlrus Immunization of children with AIDS may cause such 
diseases as measles^ rubella^ and mumps to reappear among these 
children. Frequent office visits to pediatricians for clos3 
follow-up will become routine. Inpatient treatment of Infections 
will be far more frequent In this group. Acute care hospital 
admissions for diagnosis and 'treatment of neurological 
manifestations of AIDS will be more frequent. The Centers for 
Disease Control have recommended that children with HIV Infection 
be cared for by pediatricians knowledgeable In the management of 
AIDS. Knowledgeable and experienced pediatricians must be 
Identlf and supported through the creation of a new pedlatrl- 
sub'Speciblty. 

The Impact on home health and social services will be 
extreme. Case management will be needed to deal with such Issues 
as parenting skills^ AIDS Infection control In the home, 
logistical support needed to secure appropriate medical follow- 
up, fosterage, medical fosterage, AIDS education of parents and 
foster-parents, counseling, substance use rehabilitation, 
vocational training, and the like. Only through such home care 
and social services can scarce resources be conserved and used 
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most eff.' .lently. If the Impact on home health and social 
services Is not extreme^ the load on hospitals will be back- 
breaking. 

Important as the Infant and mother Issues are# the potential 
for AIDS In the adolescent population dwarfs all other child- 
related AIDS Issues. There Is a real and Immediate need to act 
to protect children and adolescents at the time of life when many 
experiment with sexuality and drugs. Arguments concerning the 
morality ot "safer sex" and "safer shooting" education must take 
second place to realism and the Imperative to save lives. We 
join with Or. Koop In urging AIDS education in the schools* and 
in any other possible young person's forum. The teenager is a 
difficult person to convince. Those of us who are parents* or 
remember our own adolescence* know the feelings of immortality 
and invulnerability which attend those years. Expert planning 
will be needed to reach our children and convince them to protect 
themselves from this tragic disease. 

In response to the AIDS crisis* Alta Bates has taken the 
innovative case management approach and is providing 
comprehensive services in the epidemic. The ACCESS staff 
networks with the other resources of Alta Bates/Herrick 
Hospitals* and with community and government organizations to 
provide high quality assessment* planning* treatment* referral* 
monitoring* and advocacy services. MeJical services include HIV 
antibody testing and counseling; "worried-well" primary care 
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services; primary and consultative medical care Including current 
research protocols, and research protocol services for community 
physicians. Nursing services include triage, a nursing intake 
clinic, a treatment room for Intermittent Infusions of 
medications and fluids, and nutritional counseling. Social work 
services Include assljstence with income programs, residence 
referrals, entry Into social and practical support programs, and 
counseling services. ACCESS provides community education. 
Access networks with Alameda County facilities, chlldrens 
Hospital and Kedlcal center of Oakland, and other Northern 
California facilities to provide an Integrated network of 
resources. Alta Bates and chlldrens Hospital are currently 
reviewing services to HIV Infected mothers and children to plan 
the most effective Intervention to meet their special needs. 

Any projection of costs of hospital care for children would 
be premature since the California experience thus far Includes 
only 24 children. The adult cost of care ranges nationally from 
$60,000 to over $140,000 per case. The gt latest determinate In 
the cost equation In the number of hospital days consumed per 
case. Home hbalth and case Kanagement have proven thenselves 
cost effective, cost containing, and more emotionally supportive 
and sensitive than hospital care In thb San Francisco adult 
model. Of particular value have been home health interventions 
In cases of neurologlcally Impaired clients, an outcome of AIDS 
which recent literature shows children will not be spared. 
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Savings accrued through proactive use of home health and social 
services to adults, compared to admission to an acute care 
hospital without such services^ range from 50 to 75H. There Is 
every reason to believe the ssme will be true of the pediatric 
population. 

.The AIOS epidemic is producing the greatest strain on 
service provision by the health care Industry In living memory. 
Alta 8ates/Herrlck Hospitals Is dedicated to meeting the demand 
with high quality^ cost-contalnlng « comprehensive^ and Integrated 
services. The case management approach has proven itself to be 
the most effective and patient-^rlghts-orlented approach to 
management of large-scale services. 

We look now to Compress for guidance^ pollcy# and subsidy. 



ACCESS 

AIOS Care, Community Education^ and Social Services 
A member of the Alta Bates Health System 
2640 Telegraph Avenue 
Berkeley^ CA ?^605 
[415] 540-1870 





p«diA-eir»io Alps c«iO€D« bw s-eA-eM 



120 



48 



28 



173 
ERIC 




HV 



FX. 



CDC 



OR 



8TATK 



a.eeee-r 




ERIC 



174 



175 




uvKlox* S S— 12 13-19 20-29 30-39 -»e-Wl9 . o%^miP 49 



ERIC 



17i 



Chairman Miller. Thank you. 
Ms. Quackenbush? 

STATEMENT OF MARCIA QUACKENBUSH, M.S., COORDINATOR, 
YOUTH AND AIDS PREVENTION PROJECTION, UNIVERSITY OF 
SAN FRANCISCO AIDS HEALTH PROJECT, SAN FRANCISCO, CA 

Ms. Quackenbush. Thank you for inviting me to speak before 
you today on this important concern. 

^ I was invited because I am the primary authority of teaching 
aids, which is a curriculum for high school students on AIDS. Also, 
I worked with the Youth and AIDS Prevention Project 

Chairman Miller. You are going to have to speak up. We cannot 
hear you. 

Ms. Quackenbush. It sounds loud from here. 

I work at the University of California AIDS Health Project as co- 
ordinator of the Youth and AIDS Prevention Program, and I also 
do private consulting on AIDS-related educational concerns. 

Today, I am going to talk specifically about curriculum issues for 
teenagers and younger children. The need for AIDS education for 
teenagers has received a fair amount of attention, and I think we 
are seeing a general trend toward school-based AIDS prevention. 

The rationales for providing this education of i^ens seems to be 
gammg greater acceptance. They are addressed in more detail in 
my written testimony, but briefly include sexual activities of teen- 
agers, which can put them at risk, drug use behavior, the epidemi- 
ology. We know now that we have a long incubation period for this 
disease. There are 6,000 plus people diagnosed in the twenty to 
twenty-nine year old age range. Certainly some of these were in- 
fected as teenagers. 

So, the argument that teenagers do not get AIDS certainly is not 
accurate. The great majority of teens that are not currently sexual- 
ly active certainly will choose to be so at a future time. They could 
use the prevention information now, and, finally, I think teenagers 
are quite interested in receiving AIDS-related education. 

Some people have suggested we should emphasize abstinence? as 
the only acceptable means of AIDS prevention for young people. I 
will point out that fifty percent of our high school students today 
have already made the decision not to be abstinent. If we do not 
give them full and complete information about AIDS prevention, 
we are being neglectful. 

^ I also want to remind you that twenty-five pei^ciit of the stu- 
uents will drop out before high school graduation. There is a need 
for community-based as well as school-based pre^'ention programs. 

There are also compelling reasons to provide AIDS education to 
younger children. This issue is more controversial and has received 
less endorsement generally. So, I vould like to take this opportuni- 
ty to advocate for such programs. 

Some^ points to consider. As Dr. Grossman mentioned, if we do 
not begin AIDS education until the middle of high school, a small 
but significant number of children will already be engaging in risk 
behavior before they receive the prevention information. 

Two. Young children need help understanding the concept of 
not casually transmitted." The diseases that young children are 
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familiar with are, for the most part, very easily transmitted and 
they have a hard time understanding sometimes that they are not 
at risk to contract AIDS in their normal affairs with playmates, 
students, and their families. 

Information as essential as AIDS prevention needs to be repeated 
over a period of time for it to be fully comprehended. vVe expand 
our opportunity to do this and to provide this information and edu- 
cation effectively by starting early. 

Children have a natural interest in the events arcund them, in- 
cluding the AIDS epidemic, and they deserve answers to those 
questions. Furthermore, fifth and six graders may actually be more 
receptive to this information, including understanding their re- 
sponsibilities for prevention, than older children in seventh and 
eighth grades, for example. 

Many children, especially in high incidence areas, have friends 
or family members at risk for or diagnosed with AIDS. They need 
the sort of understanding and support that can come from class- 
room education about the disease, and we also have the possibility 
of children appearing on school campuses with AIDS or HIV infec- 
tion, and I think ii ./ing school education helps the school and stu- 
dents prepare for that. 

Finally, basic AIDS education in an integrated program of family 
life and health education offered over the course of a students 
school career also helps place it in its proper perspective for the 
student's life. We do want our children to have careful regard for 
and understanding of this terrible disease. We do not want them to 
be unnecessarily obsessed or panicked by it. 

In terms of the content, the key for young children is develop- 
mentally appropriate materials. We are not suggesting that we go 
into first grade classes and discuss anal intercourse, but we can dis- 
cuss this issue of easy to transmit/difficult to transmit, beginning 
with first and second grade. 

One known risk of AIDS transmission, which Jean Mcintosh 
mentioned earlier, is that children are being sexually molested by 
HIV-infected adults. Such cases have been reported and there are 
instances where infection has resulted. 

In this light, another approach to AIDS prevention would be the 
promotion of programs to prevent child sexual abuse and aggres- 
si%'e intervention in cases where abuse is reasonably expected. 

There are some school programs teaching children assertiveness 
skill*^, how to say no, that they have the right to privacy with their 
body. 

Finally, I have reviewed today some of the reasons AIDS educa- 
tion is appropriate and necessary in schools. I think support of de- 
veloping programs and materials, evaluations of the effectiveness 
of these materials and teacher training are probably our greatest 
needs at this time. We will also need to educate local communities 
about these concerns and enlist their cooperation in carrying out 
AIDS education programs. 

Finally, Ms. Boxer earlier said she was looking for some place to 
hold on, some beacon of hope, and what I would say is I think in 
terms of educational programs within the schools, there are some 
very specific, very concrete things that can be done that can be car- 
ried out that will be effective. 
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I appreciate your attention today and Icok forward to your sup- 
port in our further endeavors. 
Thank you. 

[Prepared statement of Marcia Quackenbush follows:] 

Prepared Statement of Marcia Quackenbush, M.S., Coordinator, Youth and 
AIDS Prevention Program, AIDS Health Pk /ject. University of California, 
San Francisco 

This testimony addresses the e ducation needs of children and youth regarding 
AIDS Since the issues and concerns of adolescents in this regard are quite different 
from those of younger children, these two groups will be discussed separately, 
^ I have worked in the filed of youth and AIDS prevention since March, 1984, when 
5 was hired as coordinator of the Youth and AIDS Prevention Program. I continue 
in that w)2ition at present, and also private consulting involving teacher training 
for AIDS education aud related concerns. I wao *he primary author of Teaching 
AIDS * the first professionally published, nationally distributed curriculum on 
AIDS I have trained teachers, school and progsc.n. adn»nistrctors, employees of the 
criminal justice system, nurses, psychologf-dts, physici«.*?s, counselors, street workers, 
and other vouth service providers. I hav^j also provided oiror; services to a variety of 
youth, including runaways, streef youth, male and female juvenile prostitutes, in- 
carceraicd juveniles, IV dras users and public and private school students. 

adolescents 

Concerns about the possibilities of AIDS tiansmission among teenagers were 
almost non-existent three years ago, but more recently mu^h greater attention lias 
been focused in this area. Popular press reports on the issue now appear with some 
regularity ' Research on seropositivity and transmission among high-riA teens is 
also being pursued ' Our knowledge cbout AIDS and adolescents is f^relnninary, 
however there are many compelling reasons to provide AIDS prevention education 
to teens. 

Rationales for Providing AIDS Education to Tecnngcrs 
1- The current practice of high-risk sexual auLiv^ties by teencg*irs. 
An un.knowr: nun.ber of young people are piesently engaged m the very high 

risks of unsi»fe male-t^uialt s^xua! encoantt;r» and unbal*; bexuul encoiuiters with 

IV drug useis 

Among enrolled American high school students, 50% of teenage women have had 
sexual intercourse, and in% of these report foui or more different partners.* 

Further, there are over million teenage pregnancies annually (about 3,000 
conceptions daily), and an estin...ted one in seven teenagerb currently has a aexuaiiy 
transmitted disease.* 

The same activities which cause unwanted pregnancy and most sexually transmit- 
ted diseases can also transmit AIDS. 

2. The current practice cf IV lUMg use by teenagers. 

There are no national statistics on IV drug use among American teenagerb. In 
high schoolo, estimated use of substances likely to be taken intravenoubiy in j,ome 
instances include: 

Heroin— 1.3% (over 200,000 students) 

Other opiates— 1C% (two million students) 

Stimulants— 35% (seven million students) 

Cocaine— 16% (over three million students) 



» Quackc-bush M. Sargent P TeachinR AIDS. A Hcsounc GmJc on the ALoiurvd Immune Dc* 
pciency Synarome, Santa Cruz, CA Network Publications, 

* Kids and Contraceptives. Newsweek. February IG, 1987: 5*iff. 

* Richard Brown. MO San Francisco General Hospital, Department of Pediatric;*. Personal 
communication, February 1987. 

* Alan Guttmacher Irstitute Teenage Prcgnanc>. The Problem That Hubn i Gone Awav. New 
York; Alan Guttmacher Institute, 1981. 

» Lumiere R. Cook S. Healthy Sex. New York: Simon & Schuster. 1983. 

" Johnston LD. O'Malle^ PM, Bachman JG Use of Itut and dltcit druRS by Amenca 's hiRh 
school students * 975 1984 U.S. Department of Health & Human Seniceb, lUba. DHHS Publica- 
tions No. (ADM) S5-1394. 

'These figures are from a 1984 i>urve> and do not include the mtrease m cocaine use associat- 
ed with the rising popularity of crack. 
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3. The likelihood of future risk behaviors. 

The great majority of students will engage in sexual activity at some future time 
in their teen or adult life. Providing prevention information before they run the risk 
of infection * * a matter of simple logic. 

4. The current epidemiologic trends. 

As of January 26. 1987. only 131 (less than 1%) of US AIDS cases were among 13- 
19 yeai olds. However. 6198 (21%) were among 20-29 year olds.® Current reports 
suggest a mean incubation of about five years for AIDS. Certainly many of those 
individuals diagnosed in their early twenties were originally infected in their teens. 

5. Teenagers want AIDS education. 

In a recent report. 87.6% of 1.326 high school students surveyed agreed. "It is im- 
portant that students learn about AIDS in Family Life Education cinfected in thei.' 
teens. 

5. Teenagers want AIDS education. 

In a recent report. 87.6% of 1.326 high school students surveyed agreed. "It is im- 
portant that students learn about AIDS in Family Life Education classes." ® '° 

6. Teenagers often have unnecessary fears about the possibility of casual trans- 
mission of AIDS. 

In the survey mentioned above, only 68% of respondents were avare that AIDS 
could not be spread by casual contact. 

Concepts 

There are four essential concepts to teach teenagers about AIDS. 

1. AIDS is a viral disease, not a gay disease. 

2. AIDS is not easily transmitted. 

3. Under the proper circumstances, anyone can contract AIDS. (.The Lpe^ Mc cir- 
cumstances for transmitting AIDS should be described.) 

4. You can protect yourself from AIDS. (The specific means of prott .t, oneself, 
including the use oi condoms, should be described.) 

The best means of teaching these concepts will vary by locale and student age. 

Suggestions that educators should emphasize abstinence as the only ac^^eptabit 
prevention strategy my be well intentioned. but they are misguided. ?ift.v per cent 
of our high schoci students already do not practice abstinence. Failing tu offer full 
and explicit prevention information to teenagers would be negligent under the cir- 
cumstances. 

Materials 

Teaching materials appropriate for high bchool studen'^s are now beginning to 
appear, and some innovati\e approaches to AIDS education have been report 
n 12 n Materials sj -w.fically for middlt school students are scarce. Evaluation 
projects, looking at the effectiveness of leaching materi&ls. would be most useful. 

A selects*, of teen-focused videos on AIDS prevention is currently available. 
Teaching AIDS, the curriculum I co-authored, is a good general source offering basic 
information about AIDS and sugRestinjj oeveral possible approachei; to the material. 



^ Centers for Disease (Control. AIDS Weekly Surveillance Report, January 26, 1987. 

» Center:, for Disease Control. AIDS WeeKly Surveillance Report, January 26, 1987. 

° DiClemente RJ, Zorn J, and Temosliok L, Adolescents and AIDS. A survey of knowledge, 
attitudes, and beliefs about AIDS i»» San Francisco. Amern,a4i Journal of Publn, Heahh 1986, 
76:1443-1445. 

These results are entirely consistent v^ith m> own anecdotal experunce teaching high 
school classes about AIDS. The presentation is usually enthusiastically received. 

" High School AIDS Education Seattle program targets student editoio. AIDS Information 
Exchange: US Conference of Mayors, December, 1986; 1-3. 

Gordon B. Rap Songs About AIDS— S.F. tries to reach youth. 5an Frantisto Chroiude, Feb- 
ruary 10, 1987:8. 

'''Licata SJ. New York City Department of Health Peer Generated edutational material on 
AIDS for youth Abstract submitted for the 1987 National Lesbian & Gav Health Conference/ 
Fifth National AIDS Forum. 

Currently available titles include: 
AIDS. What Everyone Needs To Know. Churthill Films, 662 North Robertson Blvd., Los Ange- 
les, CA 90069-5089. 

Sex, Drugs and AIDS. ODN Productions, Inc, 74 Vanck Street, Suite 304, New Yo^k, NY, 
10013. 

AIDS in Y School. Peregrine Productions, 330 Santa Rita, Palo Altc, CA 94301 
The AIDS . wie. New Day Films, 22 Riverview Drive, Wavne, NJ 07470-3191. 
AIDS. Ac^^.red Immune Oefitivnt^ Syndrome. Walt Disney Telecommunications and Non- 
Theatrical Company, 4563 Colorado Blvd., Los Angeley, CA 90039. 
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However, because of the sensitive and sometimes controversial nature of AIDS 
education, as well as local variations in student concern and comprehension, it is 
expected that specific programs will vary by community. Each school district will 
need support to plan and design its own locally relevant approach to AIDS educa- 
tion. This process has been followed, fairly successfully, by the San Francisco Uni- 
fied School District, which received federal funds to hire a health educator to devel- 
op materials for their schools. 

Special Populations and Concerns 

This testimony has addressed school-related AIDS education issues. Many other 
youth concerns must also be considered. Some 25% of our youth will drop out of 
school before graduation Certain groups, including juvenile prostitutes and street 
youth, are generally at much higher risk than high school students to contract and 
trar.smit AIDS. Ethnic minority youth may respond better to community-based edu- 
cation programs than school-based. Institutionalized and incarcerated adolescents 
wilJ need specialized programs. In considering the needs of adolescents, it is impor- 
tant to remember that school programs, while essential, are not a cor'plete answer. 

YOUNGER CHILDREN 

The issue of planning AIDS prevention programs for younger children is contro- 
versial, but I wish to advocate strongly for consideration of such piograms. 

Rationales for Providing AIDS Education to Younger Students 

1 If AIDS education classes do not begin until middle or high school, a small but 
important percentage of students will already be engaging in risk behaviors before 
the program is offered. 

2 Many younger children, especially in areas with high incidences of AIDS, are 
concerned that they might contract tne disease. They need help understanding the 
concept not casually tranmitted." 

3 To be effective, information about AIDS transmission and prevention must be 
repeated, in depth, over a span of time. 

Constance Wofsy, M.D., a leading AIDS researcher, has stated that even adults 
cannot fully comprehend the impact of AIDS, and the means of transmission and 
prevention, until this has been reviewed in some depth at least five times. In cir- 
cumstances as serious as these, we must endeavor to provide the soundest founda- 
tion possible for clear and responsible understanding about AIDS, and providing 
this information throughout a child's school career is one way to achieve this goal. 

4 Younger students are naturally curious about AIDS, and fifth anu sixth graders 
may actually be more receptive to AIDS prevention information ,han older stu- 
dents. 

Stories about AIDS surround us. Childrc^n hear adults discussing AIDS and some- 
times have normal and healthy questions about the disease. The pre-teen is often 
more willing to listen to education on sexual issues than the adolescent, who is 
coping with personal feelings about his or her own sexual development. In tl.is more 
chnical atmosphe'-e, a fifth or sixth grader might better understand the concerns 
about AIDS, and Ms or her own ultimate responsibilities for preventing transmis- 
sion may be clearer. 

5 Many childrin, particularly in high incidence areas, have friends or family who 
have been diagnosed with AIDS, and their needs for understanding among their 
peers are significant. 

The goal of AIDS edu ^tion for young children is not only prevention, but also 
understanding. We know of several instances in which children had expenenced the 
death of a relative by AiDS, but felt unable to mention this to schoolmat^;^ or teach- 
ers for fear of hov/ the information might be handled. In addition, children's natural 
curiosity and concern about death is raised by tales of AIDS, and these emotional 
issues can be constructively addressed in an appmpriate classroom setting. 

6 Placing AIDS education in an integrated program of family life and health edu- 
cation, offered over the course of a student's school career, also helps place it in its 
proper perspective for thr student's life. 

Quite possibly. AIDS will be with us beyond the turn of the century. Unnecessary 
panic and obsessive worry are not legacies we wish to leave our children. In provid- 
ing sound AIDS education, we not only seek to teach our children prevention, but 
hope that they can see AIDS as a serious aspect of their complex world, one which 
they can respond to rationally and conscientiously. 



**Cheri Pies, MPH. Personal communication, February 1987. 

^^An Epidemic of Fear. AIDS in the Workplace, Video produced by Pacific Bell, 1986. 
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Content 

Specific concepts to t^ach young children have not been widely established. I in- 
clude some preliminary suggestions. 

Grades 1 and above 

1. There are different ways diseases are passed. Some are passed easily, and 
others are diffic dt to pass. 

Most if not all of the diseases children are familiar with are easily transmissible 
(colds, chicken pox, measles). They are not usually aware of diseases that are "hard 
to get" 

2. AIDS is a serious disease. 

3. AIDS is a difficult disease to pass. You cannot get ^.-BS from the kind of con- 
tact you have with friends or parents. 

Grades 3 and above 

4. Many people have died of AIDs. This is one of the reasons it is sach a serious 
disease. 

This material would best be offered in the context of other lessons on life and 
death, possibly including discussion of other serious diseases, other ways of dying, 
etc. 

Grades 5 and above 

5. ExpL.nation of sexual contact and drug use as modes of AIDS transmi&jion. 
Again, this material will make better sense if it is offered as part of a fuller pro- 
gram on sexualiiy and drug-related issues. 

6. Explanation of ways people can prevent AIDS transmission. 

AIDS education for younger children must be developmentally appropriate and 
should be integrated into other health and family life lessons. AIDS can be present- 
ed as one of many issuer, and details can become more specific as children mature 
and ha\ both the interest and comprehension necessary to understand the materi- 
als. 

Materials 

At present, there ar<^ no widely available materials for elementary aged classes. 
The states of Texas and New York are reportedly addressing or planning to address 
AIDS issuos as earJy as third grade.*' The development of resources for these 
younger children will be a challenging task. Funding should be provided in support 
of such work, as well as for evaluation of effectiveness of materials. As with middle 
and high schools, it will be most useful to provide basic resources, then offer assist- 
ance to different areas in adapting the materials to make therr* locally relevant and 
appropriate. 

Special Concerns 

One real risk of AIDS transmission for children is that of being sexually molested 
by an HIV-infected adult. Such cases have been reported, and there are instances 
where infection of the child has resulted. In this light, another approach to AIDS 
prevention with children would be th j promotion of programs to prevent child 
sexual abuse, and aggressive intervention in cases where abuse is reasonably sus- 
pected. 

^ In conclusion, I would like to express my appreciation to the members of the 
Select Committee for their time and attention, and their valuable consideraton of 
tht'se important issues. Some very good work in youth education on AIDS has been 
started, and mv:h remains to be done. I trust these trends will be supported and 
expanded in tha future. 

ATTACH^^CNTS 

1. FOCUS. A Review of AIDS Research. February, 1987. Volume 2, Number 8. 

2. Teaching AIDS. Resource Guide on the Acquired Immune Deficiency Syuurome. 



New State GuideUi»es OK'd on Sex Education. San Francisco Chronide, February 12, 1987. 
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Chairman Miller. Thank you. 

I think it is fair to assume that some of the time frames certain- 
ly within the political arena in our society are starting to lock at 
AIDS and deal with it, are going to start to collapse, and let ine 
just ask with resp-ect to curriculum. 

In terms of your involvement with curriculum, if we lay this on 
to the school systems, since that is where h good portion of young 
people are, how confident are you that (1) the school systems can 
absorb this and properly make the transmission of that informa- 
tion to the young people. And (2) to the extent to which that be- 
comes consistent with what else we are trying to do in the commu- 
nity, whether at large or in specialized communities, how do we 
make sure that this is what we wanted to do, and how do we make 
this compatible? I think we are going to have a very short time 
frame before we make the decision. I am not asking for a guaran- 
tee that it is a hundred percent compatible, but it seems to me that 
there are a number of different arenas where education has to take 
place. Again, I go back to some of our experience in trying to trans- 
mit—I mean, we had a thousand different messages going out last 
year to young people about how they were going to deal with drug 
use in our society, and I am not sure that there was a realistic 
credible picture presented on how you would accomplish that if you 
were an adolescent or if you were an adult. 

One minute, you see flashes of a lot of celebrities dying and the 
next minute you are told you can handle it if you have just got the 
guts to say no, and the other one says, well, maybe you cannot. Ev- 
erybody was sort of taking the ball and running in whatever direc- 
tion their ideological point of view was coming from or where the 
funding was. 

I am not interested in remaking that experience. 

Ms. QuACKENBUSH. I think your suggestions or comments are 
certainly appropriate. One of the things that was pointed out to me 
recently is that we have a lot of AIDS experts on one hand saying 
this is what we need to do with young people and then we have sex 
education experts who do not know as much about AIDS but know 
more about what is developmentally appropxlate, and we only need 
to bring those people together. 

I had a meeting a couple of days ago with a woman named Debra 
Haffner, who works for the Center for T^pulation options and she 
said she actually has a great plan for this, which is to have a na- 
tional meeting pulling together sex education experts, AIDS and 
medical public health experts, talking about what are tlie messages 
we need for what ages, at what point are they developrientally ap- 
propriate, to come up with some generalized guidelines and thrn to 
get a program to persuade community organizations and school dis- 
tricts to endorse this so that we can have a more centralized mes- 
sage. 

I do think that that— I think that needs to be done, and I think 
the thing about AIDS, which is important, is that the message is 
relatively simple. How you actually accomplish that may be more 
difficult, but AIDS is a preventable disease. AIDS is a viral d'^ease, 
not a gay disease. 

Anyone can contract AIDS under certain circumstances. You can 
prevent AIDS. It is not casually transmitted. These are the kinds of 
concepts we need to teach. They are simple concepts. So, I think in 
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many ways, we actually have a lot more hope in teaching about 
AIDS than about drugs where things can be a lot more complex. 

Mr. Barrick. The expression of those concepts, however, can be 
relatively variable, and we have to look at multi-lingual models, 
multi-cultural models, and very seriously look at the issue of illiter- 
acy in adult and teenage population in this country, who are not 
going to understand our typical slide-audio-dog-and-pony shows 
that most of us are used to putting on. 

So, those issues will emerge, I think, in the next year, and al- 
ready I see some funding, particularly for multi-cultural and multi- 
hnguistic models. 

Ms. QuACKbNBUSH. Yeah. I think the thing to remember about 
particularly school-based AIDS prevention is that this is only one 
piece of it. The encouraging thing is I think it will be relatively in- 
expensive compared to community-based programs. I have done a 
fair amount of work with high-risk youth. I have worked with IV 
drug users, incarcerated juveniles, juvenile male and female prosti- 
tutes. Very, very difficult. Very expensive population to work with. 

When you are talking about case loads for the amount of money, 
it is a lot more expensive than doing school-based programs. This is 
not a complete answer, but it is only one piece of it. I think it is 
something we can carry out, and I agree with your comments. 

Mr. Barrick. Marvelously enough, I know parents who are now 
organizing block parties for their kids and the neighbors' kids to 
talk about safe sex. So, the word is getting out there. The issues 
that I have in that area, of course, are the consistencv of the mes- 
sage. 

Chairman Midler That is my concern. 
Mr. Barrick. But it is promising. 

Chairman Miller Dr. Villarreal, let me ask you something, and, 
Mg. Mcintosh, if you would just listen, because I would like your 
comments on this, and see if I am correct. 

One of the clear differences that we see in adult AIDS and AIDS 
among children is the minority make-up of the children's popula- 
Hon, and what appears the fact that they are coming from highly 
distressed families because of the use of drugs, primarily. Histori- 
cally, if my limited involvement in foster care system tells me any- 
thing, those children will have a much more difficult time being as- 
similated into either social services or into adopted families or 
foster families, the traditional mode that we are going to reunify 
them with their families a few months later, after some kind of 
public care, does not look like it is going to work. I just wonder, to 
the extent that you are calling our attention to this, ar^ you start- 
ing to see this change in tiie make-up in terms of the increase in 
minority population and the infants and toddlers, is that happen- 
ing in Los Angeles? 

Dr. Villarreal. Yes. 

Chairman Miller. And is that one of the reasons why you are 
not going to get the placement? I do not know what the make-up 
was in 1950 of foster parents, but I suspect it was fairly whit^ and I 
suspect it was also in 1960 and 1970 and probably in 1980. And .ve 
also know that there were a whole slew oi minority babies that are 
left behind in that entire s>stem oecause very few people will pro- 
vide foster or adoptive care for those children. So, 




179 



Dr. ViFLARREAL. One of the issues that we brought up in Chil- 
dren's Lobby with 

Chairman Miller. Your warning, Dr. Villarreal, warning is al- 
ready actively engaged, your system of foster care or institutional- 
ization or public care of these children in Los Angeles. 

Dr. Villarreal. Absolutely. Children of color are over-represent- 
od in the child welfare systen and particularly in the foster care 
system, and, so, among the infants and toddlers that we see waiting 
for placement, we see a very high incidence of children of color 
there. 

Chairman Miller. Which historically has been a problem. 
Er. Villarreal. That is correct. 

Chairman Miller. But, now, children of color with AIDS or drug- 
related problems or experience during birth or what have you. 
Dr. Villarreal. Yes. That is correct. 

Chairman Miller. The political system has not responded to that 
particular mix terribly well in this country. 

Dr. Villarreal. That is why I presented the unification model. 
It is very avant garde and working with foster kids, I ran a clinic 
just for them, and I tried as best as possible to keep some of these 
marginal people, the marginal families, together. 

Now, you have to pump in a lot of money to keep mom and the 
kids together. You have the IV using mother who may be infected, 
you have a child who may be HIV positive, if possible, to keep 
them together and, of course, keep close tabs, we had them in the 
clinic almost every week, we had social services involved. 

It is sort of like mothering the mother to mother the child. 

Chairman Miller. But that is an entirely different structure 
than we currently have in the system today. To keep the single 
drug dependent mother who may or may not have AIDS with her 
child, who may or may not have AIDS or may or may not be drug 
dependent, is a different system. Just in terms of their ability to 
live and strong sense of family, however restricted, is not present 
in the system today. 

Where would you go if you were going to provide that care, if 
you were going to refer those people? 

Ms. McIntosh. Exactly. I wanted to 

Chairman Miller. In New York, they go to the Martinique 
Hotel, for homeless families. 

Ms. McIntosh. We have got 

Chairman Miller. Then, they have three strikes. 

Ms. McIntosh. In Los Angeles County, one of the critxal issues 
that we are facing is in those situations where we fee) that we 
want to try to provide the same service that Dr. Villarreal is dis- 
cussing, which is keeping the mother and child together, we simply 
do not have the resources and are not able to blend the funds in 
order to provide tiiat 

Chairman Miller. Right. 

Ms. McIntosh [continuing]. Kinci of care. 

Chairman Miller. If you wanted to do it, that is my point. 

Mp. McIntosh. Exactly. 

Chairman Millei:. The way the funds are now sei up, 
Ms. McIntosh [continuing]. That is correct. 
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Chairman Mi: ..liR [continuing]. The latency period will run before 
you assemble the funds necessary. 

Ms. McIntosh. That is correct. There is another issue that in- 
volve<5 teenage mothers and their babies. Under the existing foster 
care egulations, you can only pay the foster care rate for the 
mother, not for the baby, when placed with the mother in the same 
placement, which is a discouragement for placing the mother and 
baby together. It is a discouragement for institutions or for group 
homes or foster parents, and I think this is a compounding prob- 
lem, which we will be asking Congress to help us address. 

Dr. ViLLARREAL. If you could, and we are putting together, we 
are trying to put together, a model where we have a home for IV 
drug using moms and their kids, and using that system and we are 
going against all odds, I mean. 

Chairman Miller. Yes. 

Dr. ViLLARREAL. And, so, we are putting together . . . 

Chairman Miller. You cannot build a home with six normal 
foster children and a family in a neighborhood in this society. 
Where are we going to put these people? Are you going to take 
over the Biltmore Hotel in L.A.? I am serious. 

Dr. ViLLARREAL. I am serious, too. That is what we are going to 
have to do. There have to be new models. We have to look at the 
structure completely different. These are all answers and they are 
not going to fit. 

Chairman Miller. Mr. Stark, I am glad you are on Ways and 
Means. 

Dr. ViLLARREAL. One of the problems in terms of the whole hous- 
ing issue for people with AIDS, there have been community hous- 
ing programs, the Shanti program in San Francisco has several 
community^ houses where people with AIDS who do not have ade- 
quate housing elsewhere can go and live. The problem is they are 
not set up for women and children. 

Now, as we are beginning to have women affected with children^ 
we need those kinds of resources. 

Chairman Miller. But why the subc^^bs? 

Dr. V1LLA.11REAL. Walnut Creek is not ready for it. You are right, 
but 

Chairman Miller. But, trying to think in the non-hysterical 
sense, if you look historically at how you have addressed a number 
of these problems, until they become middle class issues, there is 
no response from the Congress of the United States. 

Dr. ViLLARREAL. That is right. 

Chairman Miller. I do not think you want to wait until this one 
becomes a white suburban middle class issue like we are doing 
with child care. This happens to be little different. 

We have dealt with drug abuse, teenage pregnancy, and child 
care in the suburbs and theie is a shared experience between 
urban and suburban, rich and poor, middle class people .nat Con- 
gress does not respond to because then you have a critical political 
mass. 

If that happens here, we are going to have a critical mass. I 
know, the ball is in >ny court. I am done. I just have oversight. I do 
not have any legislation. 
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Caiairman Miller. I am just trying to think. I remember ten 
years ago in my early involvement with asbestosis and mesotheli- 
oma, a number of my colleagues, fortunately one of them has since 
been defeated, wanted to know how many bodies there were with 
asbestos in the schools. I tried to explain thirty years latency, 
twenty years latency, and the theory basically was we did not do 
anything about asbestos in the schools until there was a body 
count. I think that that is a prevalent view in the Congress of the 
United States, because we still believe that society is driven by the 
deficit. This is an example that it is not, and I r.m just terribly con- 
cerned about how we will put together a model, whether it is in 
curriculum or research or treatment, that can be translated into 
action, given the historical way the Congress has treated these 
problems and the historical models that they have used. 

Most of the descriptions of how AIDS confronts various sectors of 
our society that you and the previous panel have outlined here 
simply do not fall within the traditions of how we try to manage 
the social service caseload. 

Dr. SwARTZBERG. Mr. Miller? I would lika to throw out one more 
bottle. 

Chairman Miller. I cannot wait. 

STATEMENT OF JOHN SWARTZBERG, M.D., F.A.C.P., CO-MEDICAL 
DIRECTOR ALTA BATES/HERRICK HOSPITAL, AIDS SERVICES 

Dr. SwARTZBERG. My name is John Swartzberg, and I am a prac- 
ticing physician here in Berkeley, and my specialty is both internal 
medicine and infectious diseases. 

Because of that latter specialty, I have been taking care of pa- 
tients with AIDS since the beginning of this epidemic, and I am the 
only one on either of these two panels who is a practitioner, and I 
would like to give you some of the things I have learned about the 
problems. 

Excuse me. I apologize. 

Dr. ViLLARREAL. I take care of AIDS patients as well. 

Dr. Swartzberg. Okay. Pardon me. I am in agreement with ev- 
erything you said. 

The thesis that I would like to propose to you is from what I 
have learned is that the current model for the private practice of 
medicine in our society is inadequate to care for patients with HIV 
infection. I have learned that from personal . ^perience, and I 
would like to illustrate that point briefly by tel'i..fe you about a sit- 
uation that occurred to me in my practice just a very few months 
ago with a 3'^oung man coming in and asking to be tested because 
he was afraid he had been exposed to HIV and that his greater 
concern was that ho had exposed his wife, and there was even fur- 
ther greater concern that he had just impregnated his wife ap- 
proximately three months before. Tragically, all three, or at least 
two of the three / know of now, the husband and the wife are both 
HIV positive. 

The point I am making with this illustration is that this unit of 
two people, soon to be a third probably infected with HIV, has re- 
quired two internists, an infectious disease specialist, an obstetri- 
cian, a pediatrician from the purely M.D side of the perspective. 
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There have been two psychother^pists involved in the care. There 
has been a social worker involved in the care, and there will be an- 
other social worker involved in the care when the baby is lorn. 

That is not a model that traditional American medicine has set 
up to deal with. For all of them, there needs to be a new model or 
we need to turn over the care of AIDS patients purely to the public 
sector. 

I would strongly disagree with that latter approach because it es- 
sentially says that if you have cancer o^ if you have heart disease, 
we have a perfect model for you to be mainstreamed into American 
medicine, but if you have AIDS, there is something different about 
you and you have to go and receive all of your care if you want 
quality care, integrated care, that type of care, you have to go to 
the public sector, and I think that is sending a very bad message to 
our society. 

I wanted to make sure to inculcate that into you. What I am sug- 
gesting is that some of the funding that has to come from our socie- 
ty has to be directed towards finding new paragons within the pri- 
vate sector of medicine to take care of patients, integrated ap- 
proaches, that deal with the bulk of the population that continues 
to use private practice as their mechanism of health care. That is 
all. 

Mr. Stark. Doctor, there are some fairly large HMO-type deli- 
verers of medical care in this 9.rea. How io they handle this? If 
they had the same case that you jdst described, how would the 
large HMOs in the Bay area deal with it? 

Would they provide all of this? 

Dr. SwARTZBERG. Thf HMOs would be "stuck'' if that young man 
that I mentioned was his patient. 

Mr. Stark. The man and the child were all in the same plan. 

Chairman Miller. How are they going to manage that case? 

Dr. SwARTZBERG. They are going to manage it with a great deal 
of difficulty, and they probably cannot afford to financially manage 
that. They cannot at least afford to manage very many of those. 

Mr. Stark. What are they doing? This must come up. If you 
know. I mean. 

Dr. SwARTZBERG. I cannot speak directly for the HMOs in terms 
of how they would handle that, but they are obliged by law to take 
care of the patient if they were a member of the HMO prior to 
their developing the disease. 

The problem really I see is that it is going to change the market- 
ing strategies for HMOs in general. Already, HMOs disenfranchise 
a great deal of our population because t!.ey want to pick the 
healthy people, which is a whole different topic. 

Chairman Mi7.lek. Do not start. 

Mr. Stark. I mean this to be neutral. I am just curious. 

Dr. SwARTZBERG. I think what will happen is it ib going to fur- 
ther disenfranchise people because the HMOs are going to avoid 
taking in people who are going to have markers for being infected 
with HIV. 

Mr. Stark. What is the best way? In terms of your experience, is 
it to have this multiplicity of practitioners or would you develop, 
because it sounds to me like you are going to have enough of a pa- 
tient load, to develop people who specialize? 
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I do not mean net%;ssarily just governmentally-financed types of 
providers, but are you talking about the possibility of seeing within 
the medical community, the health care delivery people, a place 
like we used to do with tuberculosis? Are we talking about sanitar- 
iums or 

Dr. SwARTZBERG. Well, I have a couple of comments. The first 
is that I cannot — I am not wise enough to propose to you a model 
that will work for the care of AIDS or HIV-type of people in our 
society. What I am proposing is that I think there are a variety of 
different systems that we have got to experiment with currently 
and then find out which of those work and build from there. 

The plea I was makiLfj was that we are going to have to look at 
care for these folks on an integrated basis, both in terms of the 
public and private sector, who need more levels. 

You have been hearing a lot about the new models that are pro- 
posed or at least a plea for new models in the public sector. There 
has been a desperate need for new models in the private sector if 
we are going to manage. 

In terms of hospitalization, I feel very strongly that we have to 
approach patients who are infected with HIV no differently than 
we approach anybody else with any kind of infectious disease or 
any other kind of disease process, that we do not create sanitar- 
iums, we do not create institutions that solely take care of AIDS 
patients. 

I think that that is a very dangerous message to give to our soci- 
ety. I think we should get rid of the archaic anachronistic concept 
of leprosarium. I do not think that is the v/Zy to go for care of our 
patients. 

I also would like to comment on one other thing that I think was 
being said. I am not quite as optimistic as ^1: Boxer, but I am 
som3what optimistic that I think it is terribly important to read 
the history of infectious diseases on Western civilization to gain the 
perspectiv^e of what our changes are of controlling this epidemic 
with education being the major thrust right now. 

There is no, to my knowledge, there is no example or model for a 
sexually-transmitted disease from the beginning of our civilization 
going back to classical times that has been prevented, and I think 
Dr. Benjamin's comments about syphilis on the rise again can be 
interpreted in another way, and that is that education is critical, 
but prevention of a sexually-transmitted disease has never been 
achieved in Western civilization. 

Chairman Miller. Anything else? 

Mr. Barrick. Mr. Stark had asked some questions here earlier 
on numbers and costs per case of care, and although the numbers 
of children with AIDS is not significant and, therefore, is not 
useful in terms of statistical treatment, the adult costs of c,?re now 
range anywhere from $80,000 per case, which is the San Francisco 
model, which attempts to keep the client as much possible out of 
the institutional setting, to a high of a $140,000 per case in New 
York. 

Those are average numbers. I think that in terms of predicting a 
relationship between the cost of adult care and the cost of care of 
newborn or pediatric cases, because of the difficulty of children and 
newborns in communicating distress, it is far more likely that, you 
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know, given their acuity, intensive care units are going to be used 
not for traditional reasons, but solely as a product of the acuity of 
the care involved. 

This is consistent with someone's suggestion that in toto the care 
of children will be more expensive than the care of adults. 

Chairman Miller. Thank you. 

Well, thank you very much for a quick survey of what we are 
going to have to contemplate, and thank you for your help to the 
committee, and I am sure that we will be back in touch with you, 
so to speak. 

Thank you. 

Chairman Miller. The committee stands acjjourned. Again, let 
me say to ihose in the audience, some who wanted to testify, the 
record of this hearing will be held open for two weeks, so written 
testimony or comments can be submitted to the Select Committee 
in Washington. 

Thank you. Thank you again, Alta Bates. 

[Whereupon, at 12:41 p.m., the committee was adjourned.] 

AASK, AMERICA 
February 2U 1987. 

Re written testimony, field hearing, Berkeley, California 
Congressman George Miller, 

Chairman, Select Cominittoe on Children, Youth and Families 
Washington, DC. 

Dear George. Aask America/ Aid to Adoption of Special Kids has placed over 
4,000 special needs children in adoptive homes since its founding in 1973 by Robert 
and Dorothy DeBolt. The services of Aask Amer .a are iree to adoptive families. 
Aask America has internal and external computer data records on thousands of 
homeless children and thousands of qualified adoptive parents willing to adopt chil 
dren with health problems. A hallmark of our service is the matching of special 
children with their prospective parents. We are a licensed adoption agency and we 
have an Aask America network of 24 field ofiices serving all 50 states. 

Aask Americans expertise is in adoption and foster-care services, not Acquired 
Immune Deficiency Syndrome. Within the last few months we have been asked to 
match abandoned AIDS infants with prospective parents, and we have done so. We 
expect many more referrals of AIDS infants in the months ahead. We elect to be 
pro-active in planning and providing services to this new population, rather than to 
simply add to the case-load an existing service delivery system. 

Our plan includes these elements which we will have in place by July 1, 1987. 

1 National computer registration of children born with AIUS who are in need of 
an adoptive or foster home. 

2 National recruitment of prospective parents for these children, and computer 
registration of qualified applicants. 

3 Appropriate matching of children and parents for the purpose of foster care 
and adoption. 

4 Research, printing, and dissemination of a national and regional resource direc- 
tory of social and medical services for all families with, and agencies serving, chil- 
dren with AIDS. ^ 

5 Appointment of a National Board of Reference of expt /ts m dealing with the 
emerging issues of homeless children with AIDS, which will recommend policy di- 
rection to Aask America's National Board.. 

Since Aask America has existing resources in place including ex|>erienced profes- 
sional staff, computer systems, and a national network of service centers, we pro- 
pose to implement this project with minimal additional support from public and pri- 
vate sources. 

We hereby request the following assistance from the House Select Committee on 
Children, Youth, and Families: 

1 Recommendations of possible appointees to serve on the National Board jf Ref- 
erences. 

2 A copy " the Committee's mailing list of public and private organizations 
which have an interest in this problem, to be the basis of researching a directory. 
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3. A letter of endorsement from you, as Chairman, which we could use to 1.) sup- 
port our proposals for additional finding from public and private sources, and 2.) 
encourage county and stale officials with custody of AIDS children to register these 
children with us for the purpose of adoption and foster care. 

Thank you for allowing us to communicate our plan to the Committee, and we 
look forward to z meaningful level of coordination. 



Cordially, 



John D. Badger, 
National Director, 
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